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| To Neutralize And KOLANTYL 

includes a superior antacid combination! (magnesium 

oxide and aluminum hydroxide, also a specific anti- 
peg for two-way, balanced antacid activity, 


Protect The Crater, And KGLANTYL includes 

superior demuleent’ (methylcelidlose,. 4 synthetic 
mucin) which forms.a protective. coating over ulcer- 
ated mucosa, 


To Block Spasm. And: KOLANTYL inechides a 
superior antispasmodic (Benty!) which provides 
direct smooth’ muselé “and: parasympathetic denres- 
sant qualities... without “belladonna backfire.” 


but only 


Inactivation of Lysozyme with a proven anti- 
lysozyme, sodium lauryl sulfate. Laboratory research 
and clinical studies* indieate that lysozyme is one 
_ of the etiologic agents of peptic ulcer. By inhibiting 
or inactivating mab, KOLANTYL—and 
SOLANTYL—ineludes: the. “important 4th factor 

Merrell ward more complete control of peptic ulcer. 


NewYork CINCINNATI « Toronto DOSAGE: Two tablets ‘every three hours as 


1. Meyer, K. Am.J.Med, 5:482,1948. needed for relief..Mildly:minted Kolanty! tablets 


2W K.J. and Grossman, M.I. Am.J.Phys. 155:476,1948, 
3. Grace, WJ. Med.Se. 217.241.1949. may be chewed, swallowed with ease, 


4. Hufford, A.R. Rev. of Gastroenterology. Aug.,1951. 
Trade-marks “'Kolantyl,” Bentyl” Hydrochloride 
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now in parenteral form... 


Bromide 


Brand of Methantheline Bromide 


for use when oral administration is difficult or impractical 


—when more prompt action is desired 


Banthine—a true anticholinergic drug with 
an adequate range of safety—is now made 
available to the medical profession in par- 
enteral form, for use intravenously or in- 
tramuscularly in those conditions charac- 
terized by nausea and vomiting, when oral 
medication cannot be retained and when a 
prompt action is desirable. 


Through its anticholinergic effects, Ban- 
thine inhibits excess vagal stimulation and 
controls hypermotility. 


> 


COUNCIL OM 


In Peptic Ulcer—the value of the oral form of 
Banthine is now well established. However, 
edema in the ulcer area may indicate parenteral 
Banthine until the healing processes have re- 
duced the edema. 


In Pancreatitis—it has been found that par- 
enteral Banthine relieves pain, effects a fall in 
blood amylase and produces a general improve- 
ment in the patient’s condition. 


In Visceral Spasm—it inhibits motility of the 
gastrointestinal and urinary tracts. 


Parenteral BANTHINE is supplied in serum- 
type ampuls containing 50 mg. of Banthine powder. 
Adult dosage is generally the same as with Ban- 
thine tablets. 
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antibiotic 


decongestive 


treatment of sinusitis 


Neo-Synephrine Penicillin 


Since most of the organisms 
responsible for sinusitis belong to 
the penicillin-sensitive group,’ 
this antibiotic is well suited for 
topical therapy in this condition.’ 


For penicillin to be effective, 
however, it should be applied 
frequently and in adequate 
concentration to the diseased area. 
Application of Neo-Synephrine 
aids in accomplishing penetration 
of the antibiotic by reducing 

nasal congestion.’ 


Neo-Synephrine® Penicillin is supplied in combination package 
(with diluent) to make 15 cc. of 0.25% Neo-Synephrine HCI solution eels 
containing 10,090 units of penicillin in 1 cc. ~ 


| For Dual Control of the Common Cold, 
1. Putney, J. F.: Sinus Infection, 
in Conn, H. J.: Current Therapy 


| Allergic Rhinitis, Vasomotor Rhinitis 
1951. Philadelphia, 
W. B. Saunders Co, 1951, p.71. | and Sinusitis... 


Neo-Synephrine Thenfadil® 


Decongestant Antihistaminic Nasal Solution 


2. Craig, S. L.: New York State Jour. 
Med., 49:181, Jan. 15,1949. 


3. Woodward, F. D., and Holt, T.: 
Local Use of Penicillin in Infections of 
the Ear, Nose and Throat. J.A.M.A., 
129:589, Oct. 27, 1945. 


Bottles of 1 fl. oz. containing 
Neo-Synephrine hydrochloride 0.25% 
and Thenfadil hydrochloride 0.1%. 


! 
| Also available as jelly, tubes of ‘ 
¥% oz. with nasal tip. 
| 


Neo-Synephrine, trademark reg. U.S. & Canada, 


brand of phenylephrine 


Inc. 


Thenfadil, trademark reg. U.S. & Canada, 
brand of N,N-dimethyl-N’-(3-thenyl)-N’- 
(2-pyridyl) ethylenediamine hydrochloride 


New Yorn 18, N.Y. Winosor, Onr. 
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FORMULARY and THERAPEUTIC GUIDE 


By FORMULARY COMMITTEE, The New York Hospital 


The purpose of this new pocket size handbook 
is to provide a concise and practical guide to 
the administration of commonly used drugs and 
other therapeutic agents for the prophylaxis and 
management of disease. 


All drugs and other therapeutic agents are 
discussed in alphabetic order according to their 


371 Pages. 


Publ. Nov. 1951. 


4¥2x6%. Rounded Corners. 


description, uses, dosages, precautions to be ob- 
served in administration, and how dispensed. 
Proprietary products are so marked. 


Included are a glossary, conversion tables, 
precautions to be observed in prescribing hyp- 
notics or narcotics, and suggestions for prescrip- 
tion writing. 


$3.00 


New 7th edition of Rosenau’s 


PREVENTIVE MEDICINE and HYGIENE 


By KENNETH F. MAXCY, M.D., Dr. P.H. 


Under new authorship, this new 1951 edition 
of Milton Rosenau’s famous text has been com- 
pletely modernized, rewritten and reorganized 
to bring it to date as an authoritative guide for 
all physicians and public health workers. 


It supplies the latest and most authoritative 
information on preventive medicine and public 
health under the main section heading; Preven- 


1477 pages. 


with 26 contributing authorities 


Illustrated. 7th Edition. 


tion of Communicable Diseases; Nutrition and 
Deficiency Diseases; Maintenance of Health 
and Prevention of Disability; Mental Hygiene; 
Food Sanitation; Environmental Medicine; In- 
dustrial Medicine and Diseases of Occupation; 
Sanitary Control of Water Supplies; Sewage 
and Refuse Disposal; Methodology; Public 
Health Organizarion and Activities. 


October 1951. $14.00 


APPROVED LABORATORY TECHNIC 


By JOHN A. KOLMER, M.D., F.A.C.P., EARLE H. SPAULDING, Ph.D., and 


This completely rewritten edition gives the 
detailed technics for the laboratory tests and 
examinations of most importance to the physi- 
cian in arriving at a correct diagnosis. 


The book is sub-divided into sections on 
clinical pathology, bacteriology, parasitology, 


1200 pages. 


HOWARD W. ROBINSON, Ph.D., with 18 collaborating authorities 


493 illus. (28 in color). 


biochemistry, mycology, histology, virology and 
serology. 


All procedures are concisely detailed in step- 
by-step sequence and in precise terms of quan- 
tity and time for accuracy of results. Possible 
sources of error are pointed out. 


5th Edition. Sept. 1951. $12.00 


APPLETON-CENTURY-CROFTS, INC. 
35 W. 32nd Street, New York 1, N. Y. 
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Unique Stable Solution of A 


Ic 


STABLE SOLUTION 


| —Stable at room temperature for 
more than 1% years without 
perceptible loss of potency 
—Standardized in U.S.P. units 
according to recommendation of A.M.A. 
Council on Pharmacy and Chemistry. 
—A true solution—not a suspension 


READY FOR IMMEDIATE USE 
— Does not require aqueous 
reconstitution 
—Eliminates the inconvenience of 
mixing individual doses 


— Makes possible greater speed and 
convenience of administration 


NO MIXING, NO HEATING, NO SHAKING 
—In multiple dose vial—ready 
for immediate use 


— Required dosage is drawn directly 
from the vial 


—No aqueous reconstitution is necessary 


FOR REQUIRED EFFECTIVENESS AT MINIMUM COST 


The Wilson Laboratories, a divi- 
sion of Wilson & Co., Inc.—a 
leader in the meat processing in- 
dustry—have been pioneers in 


the development of fine pharma- _ 
ceuticals of animal origin for more 
than 33 years. 


division of Wilson & Co., Inc. 
4221 S. Western Bivd., Chicago 9, Il. 


All claims made for Corticotropin 
Solution Wilson have been ap- 
proved by the Council on Pharmacy 
and Chemistry of the American 
Medical Association. 


THE WILSON LABORATORIES 


Derived from the Anterior Pituitary 


LIS CPA tion 


SAVES PATIENT'S MONEY 


ECONOMICAL 
—Rigid economy achieved by << eo 
Wilson Laboratones’ 


“farm to pharmacy” control AY > 4 
—Optimal therapeutic effect | / 
assured by standardization AD <M 
in U.S.P. units 
—Relatively low cost gained by 
economical new methods of 
preparation and purification 


NO WASTE 


—Controlled stability allows complete 
utilization over long periods of time 
—Strict standardization guarantees 
uniform potency until entirely used 
—Stable solution in multiple dose vial insures 
against waste of discarding unused portions 


WELL-TOLERATED 


— Unique process of purification ae 
a wilted stable solution of ACTH 
—Careful control guarantees 
sterility, potency and stability 
—Repeated animal and chemical assays 
assure maximal potency and purity 
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MEMO FROM 


THE MANAGING PUBLISHER 


GP’s family is growing. 

Last month, in the masthead adjoining this column, 
there appeared for the first time the names of two new 
associate editors. They will assist medical editor H. H. 
Hussey (who signs the many memos passing between 
Kansas City publication headquarters and his office in 
Washington with a cryptic H*). 

Both associate editors are able teachers and both have 
been described by their colleagues as scholarly authorities 
in broad fields of clinical and research medicine. They 
were appointed to the staff, on a part-time basis, at a 
recent meeting of the Publication Committee. 

At the age of thirty-eight, Dr. Sol Katz (Sol is his full 
first name) has achieved the meaningful distinction that 
is accorded one or two men in every medical school class 
and on most faculties. “Oh, he’s a brain,” is how one 
of his faculty colleagues disposed of our question about 
his qualifications. 

His B.S. degree from the College of the City of New 
York and his M.D. from the Georgetown University 
School of Medicine carry the postfix “Magna Cum Laude.” 

Dr. Katz is on the faculty of George Washington Uni- 
versity Medical School in Washington, D. C., and also 
of Georgetown University School, where his chief is As- 
sociate Professor Hugh Hussey. He is consultant at 
Georgetown University Hospital, where he interned, and 
at Gallinger Municipal Hospital, where in 1942 he fin- 
ished a residency in internal medicine. His contributions 
to the literature make an imposing list. 

Dr. William S. McCune was born in Petoskey, Michi- 
gan, forty-three years ago. He was graduated from Swarth- 
more College in 1931 and Harvard Medical School in 
1935. After serving as House Officer at Massachusetts 
General Hospital, he completed a surgical residency at 
Peter Bent Brigham in 1939. Subsequently, he took 
training in obstetrics and gynecology at the Boston Lying- 
In Hospital and then entered general practice in his 
home town for a four-year period which ended with his 
entrance into the Army Medical Corps in 1943. After re- 
ceiving training in the Neurological Institute of Walter 
Reed Hospital he served on the Neurological Service and 
later the General Surgical Service at Walter Reed. 

Upon his separation from the service Dr. McCune en- 
tered practice in Washington. He is a consultant in surgery 
at Walter Reed and Associate Clinical Professor of Surgery 
at George Washington University Hospital. 

The new associate editors will assist in editing medical 
manuscript and jointly will cull the literature for “Tips 
from Other Journals” that offer points of interest or value 
to general practitioners. —M.F.C. 
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this nose-drop destroys both 
gram-positive and 


gram-negative bacteria 


In Drilitol* you now have an entirely new 
and strikingly effective approach to the treatment 
of common upper respiratory tract infections. ' 


st 


Drilitol contains: 


Anti-gram positive gramicidin— 
specific against such organisms as staphylococci, 
streptococci, pneumococci and diphtheroids. 


anti-bacterial 


Anti-gram negative polymyxin— 
lethal to the Klebsiella, H. influenzae and numerous 
other potentially dangerous pathogens. 


anti-allergic and Drilitol also contains: 


Thenylpyramine hydrochloride —antihistaminic 
action for control of local allergic manifestations. 


‘Paredrine’ Hydrobromide—vasoconstriction for 


decongestive the therapeutic benefits of ventilation and drainage. 


Formula: Contains thenylpyramine hydrochloride, 0.2%; gramicidin, 
0.005%; polymyxin B sulfate, 500 U/cc.; ‘Paredrine’** Hydrobromide 
(hydroxyamphetamine hydrobromide, S.K.F.), 1%. Preserved with 
thimerosal, 1:100,000. Dosage: Adults: 1 dropperful in each nostril, 4 or 5 
times a day. Children: % the adult dosage. Supplied: In % fl. oz. 
bottles with special dosage-adjusted dropper. 


DRILITOL 


*T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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1952 SIGNIFICANT EVENTS 


Special Movie Features 
Atlantic City Session 


Administration Seeks 
Piece-meal Program 


> Highlight of the social program during the Annual Assembly 
in Atlantic Gity wi will be a special showing of of a new i new Technicolor 


motion picture on Monday evening, March 24. Twentieth 
Century-Fox Film Corp. will present the film in advance of 
its public release in honor of the American Academy of General 
Practice and as a tribute to the medical profession. 


Titled "With 8 Song In My Heart," the picture tells ABE story 
of Jane Froman's rise to stardom and her courageous fight to 
regain health after a disastrous plane crash during the last | war. 
Susan Hayward plays the leading role. Miss Froman is expecteq 
to make a personal appearance preceding the private showing. 
See page 143 in this issue for complete details. 


Complimentary tickets will be presented to doctors and their 
wives and guests registering at the Assembly. There will be no 
reserved seats—first come, first seated. 


This and all other events scheduled during the meeting appear 
ina co a complete s te schedule of events on page 141 int this issue. 


> Congress will be wary of legislative experiments and the 
political uncertainties they involve during this 
session. While not a dead issue by any means, socialized medi- 
cine will be soft-pedaled by the Administration. Congressional 
leaders will push for adjournment before July when party con- 
ventions are held. Meanwhile, the incumbent party will be trying 
to hush political scandal which the Republicans will be busily 
digging up. 


President and his advisors may be expected to concentrate on 
piece-meal proposals. 


Top attention will be given to federal aid to medical educa- 
tion, free hospital care for social security 1 registrants over 
65, and free medical care for wives and children of enlisted 
men. ~ The AMA opposes S. 2357, the EMIC bill introduced by Senator 
Lehman (D.-N. Y.), but has left the door slightly ajar. The 
House of Delegates at its last meeting urged the Department of 
Defense to utilize Blue Shield plans if the preparedness pro- 
gram requires that service dependents “receive medical care on 
a service basis." 


Oscar Ewing has announced his hospitalization proposal for 7 
deste socials “security articipants aged 65 or over will soon 
go to Congress. Estimated cost is $230 million annually, to be 
met from existing reserves. 


; 
St: A national tax for medical care remains a strong plank in the 
a: present Administration's platform, however. Resigned to the im- 


The FSA Administrator cleverly improved chances for success 
of his scheme when he offered to utilize Blue Cross’ Cross ini Pr: ad= 


may be expected to present strong opposition. 


Doctors Committee > Strong effort will be made by the Page Committee (National 
Urges Unification Doctors Committee for - Improved Federal Medical Services) to 


obtain action in this session on S. 1140, introduced by Senator 

McClellan (D.-Ark. ). Dr. Robert G. Page was author of a series 

of articles recently published in GP describing the proposals for 

a Department of Health unifying all government medical and 

hospital functions. Though the AMA has formerly endorsed a De- 

partment of Health, it has joined veterans organizations in op- ‘ 
posing inclusion of medical functions of the Veterans Adminis- 

tration in the merger. Academy members R. B. Robins, president- 

elect, and S. A. Garlan, New York, are members of the Page 

Committee. 


Charge Politics in 

Health Commission you-do-or-don't position by the Fair Deal's latest political 
shenanigan. Creation of the President's Commission on the 
Health Needs of the Nation, after Congress refused last year to 
authorize such a survey, is obviously "an instrument of practical 
politics" as charged by Dr. Gundersen. With a half-dozen simi- 
lar surveys recently completed or in progress, it is alsoa 
"wasteful and improper use of funds" as charged by the AMA. 


But, it is an astute strategic move, nevertheless. Having 
made no headway in six years toward enactment of its socialized 
medicine bill, the Administration can point to this "impartial" 
study on the campaign hustings this year. And, it will no doubt 
capitalize on the AMA's refusal to participate. 


Creation of the Commission by the President is proof that his 7 
party will keep hammering at its he: health program as as one of th the 

major topics in the campaign debates. The strenuous campaign of 

Mr. Republican Taft will enliven the debate. He will be armed 

with latest estimates of the annual cost of a federal medical 

system which comes nearer to $20 million than the $7 million 

originally estimated by proponents of the scheme. 


Here and There & The State Officers' Conference on March 22 will feature dis- 

in Fewer Words cussions on state meetings, educational program, hospital 
relations, state publications, and emergency call services. 

Chairman Francis T. Hodges will preside. 


Dr. Harcourt B. Church, President of the Canadian Medical 
Association, has accepted an invitation to attend the Atlantic 
City meeting and will address state officers at the dinner fol- 
lowing their conference. Officers of the AMA and heads of its 
leading councils have also been invited. 


The Mead Johnson Scholarship Award Committee will meet in 
Chicago this month to select winners of the five scholarships 
for residency training in general practice beginning in July. 
Announcement of the winners for this year and next year will be 
made during the Scientific Assembly on March 24. Winners of 

the M & R Award will be announced during the scientific sessions 
on the foilowing day. 


Respectfully yours, 


Th 
ministration. The result is that neither the nor Blue Cross ae 
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Protects Against Scorbutic Side - Effects 


OF SALICYLATE THERAPY 


For relief of rheumatic disorders, HYSYLATE offers salicy- 
lated Paba to produce a high blood salicylate level... is 
a safe and more effective antirheumatic than salicylates 
alone. To compensate for the increase in urinary loss 
of vitamin C, HYSYLATE is fortified with ascorbic 
acid . . . prevents scorbutic side-effects. For safe 
and highly effective relief from the discomfort 
and pain present in rheumatic fever, rheu- 
matoid arthritis, govt, fibrositis and 
osteoarthritis . . . prescribe Warven- 

Teed HYSYLATE 


Worren-Teed HYSYLATE each enteric- 
coated tablet contains: Para-Amino- 
benzoic Acid 0.3 Gm. {5 grs.), Sodium 
Salicylate 0.3 Gm. (5 grs.), Ascorbic 
Acid 10 mg. (1/6 gr}. In bottles 

of 100, 500, 1,000. 
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\ The “acceptability factor 
fewer unfinished bottles 
As significant as weight and growth gains are, 
be the “infant himself is not at all interested.” 5 
, Of greater moment to him is 
“a feeding mixture he readily accepts.” Be 
clinical acceptability with S I M I LAC a 
In a study considering the “acceptability” of various formulas, Similac was found to . a 
be “more readily accepted”—and very young prematures on Similac enjoyed a daily ay 
weight gain which was above average, and “regained their birthweight more readily SE 
than did infants fed the other milk mixtures,’”” 
scientific acceptability with S I M I LAC ao 
There is no closer equivalent to human breast milk than Similac, with its Bie? 
unexcelled nutritional advantages: 
curd tension of zero, fostering ease of digestion carbohydrate in the form of lactose ae 
fats chosen for maximum retention _ (as in breast milk) ; 
. 50 mg. ascorbic acid per quart of formula high ratio of essential fatty acids 
full, balanced array of essential amino acids folic acid and vitamin 
(same amounts as in breast milk) ke 
favorable calcium-phosphorous ratio 7a 
Similac is available in Powder, 
1 lb. tins, and Liquid, 13 fl.oz.tins 5 2 2 
1. Bruce, J.W., Hackett, L. J. and 
Bickel, J. E.: Feeding Premature Infants, RS 
J. Pediat. 35:201 (Aug.) 1949. M & R LABORATORIES, Columbus 16, Ohio 
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Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 
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Chis Month’s Authors 


Harry F. Dowling, M.D., 


was recently appointed professor and head of the Department of Internal Medicine at the 
University of Illinois College of Medicine, Chicago. Prior to this appointment, he was 
professor and head of the Department of Preventive Medicine at the University. Dr. 
Dowling’s field of research has been concerned primarily with pneumonia, meningitis, and 
the actions of the sulfonamides and antibiotics. Author of more than seventy-five scientific 
articles, he has also written a book entitled The Acute Bacterial Diseases: Their Diagnosis 
and Treatment. He has been active in the study of plans for prepaid medical care. 


Le Moyne Copeland Kelly, M.D., 
was graduated from Cornell University Medical College, New York City. He is associate 
clinical professor of medicine, Yale University School of Medicine, New Haven, Connec- 
ticut, and associate attending physician at Knickerbocker Hospital, New York City, and 
at Grace-New Haven Community Hospital, New Haven. Dr. Kelly served an internship 
at Rochester General Hospital, New York City. He was a commander in the Medical 
Corps of the United States Naval Reserve during World War II. His medical affiliations 
include the A.M.A., American Heart Associationand American Rheumatism Association. 


Samuel Leo, M.D., 
practices in New York City where he is visiting surgeon at Fordham Hospital, Lutheran 
Hospital of Manhattan, and New York City Cancer Institute. He is a graduate of Long 
Island College of Medicine, Brooklyn, New York. During World War II, while serving 
with a mobile surgical unit, he designed and constructed a mobile field fracture table. He 
is particularly interested in oncology, and has written an article entitled “A Gastrostomy 
Technic Adapted to the Contracted Stomach.” Dr. Leo, who spent some time at Oak 
Ridge Institute of Nuclear Studies, is a golf, swimming, and fishing enthusiast. 


William A. McNichols, M.D., 
is engaged in private practice in Dixon, Illinois. A graduate of the State University of Iowa 
College of Medicine, Iowa City, in 1921, he served an internship at the Seattle General 
Hospital, Seattle, Washington. Following this, he returned to the University of Iowa for 
postgraduate work in otolaryngology. Dr. McNichols was formerly on the staff of the 
Illinois Eye and Ear Infirmary, and at the present time is consultant for the Dixon State 
Hospital. He is active in state and national medical organizations. Drs. Davis L. Murphy 
and Edward S. Murphy are co-authors with Dr. McNichols of the article in this issue. 


Stewart Wolf, M.D., 
was appointed associate professor of medicine at Cornell University Medical College, New 
York City, in 1949, and associate attending physician at the New York Hospital in 1950. 
He is in charge of Medicine A, the psychosomatic clinic of the Department of Medicine 
at Cornell-New York Hospital, engaging in research in pain, gastrointestinal physiology, 
and psychosomatic mechanisms. A native of Baltimore, Dr. Wolf received his medical 
degree from Johns Hopkins University School of Medicine, Baltimore. He is co-author of 
four monographs: Human Gastric Function, The Nose, Pain, and The Human Colon. 
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Here are typical comments 


from published reports on Cutoresium— 


in decubitus ulcers ... 
“early epithelization not previously ooo ™ 


in dermatoses . . . 
“alleviation of itching and burning . . . reduction in the erythema and 
edema . . . absence of oozing . . .”” 


in wounds... 
“tended to produce a clean granulating wound . . . effective deodorant 
when used on foul-smelling wounds.” 


in burns... 
“the worst hand, treated with chlorophyll, soon looked better than the less 
severely burned hand . . . the chlorophyll-treated hand was more com- 
fortable.”* 


Literature and samples on request 
40% Price Reduction.,.Effective September 1 


Carpenter, E. B.: Clinical Experiences with Chloryphyll Prep- 


le B. A.; C., 
and Ravdin, I. S.: Effectiveness of Chloresium in Wound Healing 
and Deodorant Effects, J.A.M.A. 140:1336 (Aug. 27) 1949, 
(4) Bowers, W. F.: Chlorophyll in Wound Healing and Suppurative 
Disease, Am. J. Surg. 73:37, 1947. 


RYSTAN COMPANY, INC - Mount Vernon, New York 
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selective 
anticholinergic gives 


Methylsulfate 


for peptic ulcer 


greater specificity 
hitherto unobtainable freedom from side effects 
wider flexibility of dosage | 
reduces gastric motility and secretion 
relieves pain 


PranTAL* Methylsulfate is a member of an entirely new class of synthetic 
anticholinergic compounds. It curbs excessive vagal stimuli to the stomach 
by inhibiting synaptic transmission across parasympathetic ganglia. 
PrantaL Methylsulfate is unique among anticholinergic compounds. Be- 
cause of its selective action, doses which reduce gastric motility and 
secretion rarely cause dilatation of the pupils, dryness of the mouth, 
urinary retention, or constipation. ; 

The pharmacodynamics of Prantat Methylsulfate have been the subject of 
extensive laboratory investigations in which the classical procedures were 
used, Studies by leading clinical investigators have confirmed the value 
of its unusual properties in treatment of the peptic ulcer syndrome. 

A Clinical Research Division monograph is now in press and will be sent 
to you promptly on request. 

A clinical supply of PRANTAL Methylsulfate will be sent to you on request. 
Average Dosage: One tablet (100 mg.) four times daily. 


Packaging: Prantat Methylsulfate (brand of diphenmethanil methylsulfate) , 100 mg. 
scored tablets, bottles of 100, 


*T.M. 


Schering CORPORATION BLOOMFIELD, NEW JERSEY 


unparalleled freedom from side effects 


in hypogenitalism 


and 


primary amenorrhea 


“,.."Premarin’ given in a cyclic fashion for several months may bring about 
striking adolescent changes...’’* in the sexually undeveloped girl. 


fd 99 Estrogenic Substances (water-soluble) 
PR also known as Conjugated Estrogens (equine) 
| ® Tablets and Liquid 


Highly Effective + Well Tolerated » Naturally Occurring * Orally Active 


Ayerst, McKenna & Harrison Limited - 22 East 40th Street, New York 16, N. Y. 
*Hamblen, E. C.: North Carolina M. J. 7:533 (Oct.) 1946 
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Yours Cruly... 


Cleansing Abrasions 


Dear Sir: 

I note with particular interest the inquiry concerning 
“Cleansing Abrasions” which appeared in the December, 
1951 issue of GP. The writer states in the final paragraph 
that he does not know of any application that will reduce 
pain as the abrasions are cleaned, except the use of local 
anesthesia. Perhaps one very suitable therapeutic agent 
has been omitted from consideration. 

In my hands, and in the hands of many of my friends, 
the topical application of 2 per cent Pontocaine solution 
has been a very valuable anesthetic agent in treating both 
deep and superficial abrasions. It is especially valuable in 
taking care of children. 

The safety of Pontocaine solution when used topically 
is well known to all otolaryngologists and ophthalmologists. 
My personal series of cases of this sort, perhaps, is upward 
of 200, and I have never had an untoward reaction from 
the use of this very versatile anesthetic agent. 

Mac Roy Gasgue, M.D. 
Medical Director, 
Ecusta Paper Corporation 
Pisgah Forest 
North Carolina 


A Literary Abortion and... 


Dear Sir: 

If GP is a magazine for general practitioners, why take 
up space with an article like “Confident Childbirth?” This 
article, which appeared in the December issue, is a de- 
tailed description of the specialist’s overemphasis of a nor- 
mal physiologic process—or maybe it is just plain California 
“ballyhoo.” 1 couldn’t quite make out whether they had a 
large neon sign and a barker out front or not, but such 
would certainly fit in with the program described. 

Maybe I am too critical, but really the general prac- 
titioner needs nothing of this highly specialized program, 
because the g.p. has no doubt seen the expectant mother 
when she had some menstrual difficulty, or the flu, or just 
a cold and sore throat. She recovered from these, and the 
g-p- already has her confidence. She is not embarassed be- 
cause the g.p. has probably done a vaginal on her before, 
or if he is a little older, he may have delivered her, or 
taken care of her as a girl, or “doctored” enough in her 
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family that these two are no strangers upon her first visit. 

Probably the same confidence and acquaintance exists 
between the husband and the g-p-; at least he needs no 
training course on how to take care of the baby. If the 
baby cries, he knows he can pick up the phone day or 
night and that the g.p. will be there right on the other 
end of the wire to tell him just what to do. 

If you want to publish articles like this, you should 
change your title to “g.P.” 

Park Hureman, M.D. 

South Whitley, Indiana 


@ Literary Accouchement 


Dear Sir: 

So many of the readers of GP have stopped me recently 
to exclaim over the excellent article in the December issue 
—“Confident Childbirth” by Dr. Marsh, that I cannot re- 
frain from passing the good word along to those who were 
responsible for producing and publishing this splendid 
piece of work. 

From what I hear, this is the finest article ever published 
on the conduct of the normal pregnancy and labor, and 
the only complaint heard is: “Why weren’t we told these 
things in medical school instead of being left to learn them 
the hard way over the years in practice?” From now on, 
any textbook of obstetrics that does not include this ma- 
terial as a chapter in the book must be considered as ob- 
solete. 


Srantey R. Truman, M.D. 
Oakland, California 


Closed Is the Golden Gate 


Dear Sir: 

GP is the best balanced medical journal that I have 
ever read. The letters from the readers, Tips from Other 
Journals, Present Status Of, etc., have brought me up to 
date, kept me informed on everything medical, and saved 
hours in the library. How you have accomplished this in 
such a short time is a miracle. Congratulations! I recom- 
mend GP very highly to all board members as well as to 

-p.’s. 
* the November issue, Dr. Kader brings to light the 
deplorable conditions under which general practitioners 


(Continued on page 21) 
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CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 


BACTERICIDAL WATER-MISCIBLE SAFE??? 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician’s and nurse’s need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing no boric acid. 


1. Fisher, R. S. “Notes from The Office of the Chief Medical Examiner,” Baltimore, Md., April, 1951. 
2. Benson, R. A., et al.: “The Treatment of Anmonie Dermatitis with Diaparene,” J. Ped. 34:1-49, Jan., 1949. 
3. Niedelman, M. L, et al.: “A ia D T with Di Chloride Ointment," J. Ped. 37:5-762, Nov., 1950. 
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(Continued from page 19) 
work in Baltimore. “Fifty per cent have limited hospital 
privileges, the balance none.” 

In Russia you belong to the Communist party or you 
have no job. In Baltimore, you are a board member or 
you have no hospital to work in; consequently—no job. 

We have similar Kremlin hospitals in San Francisco. 

It is an outrage that this un-American practice has been 
permitted to exist for so many years and that it is so wide- 
spread in the large cities of the United States. 

Ex:woop R. Orssn, M.D. 
San Francisco 
California 


Need an Assistant? 


Dear Sir: 

I am a recent graduate of the University of Michigan 
Medical School and will be licensed to practice medicine 
July 1, 1952. 

I am interested in doing general practice, but as yet 
have no particular location selected. Do you have informa- 
tion concerning position and/or locations for such prac- 
tice. I would prefer cities of 20,000 to 50,000 population 
which are in need of general practitioners at the present 
time. 

Thank you for any assistance you may be able to give 
me. 

Geratp F. Barorsxy, M.D. 
318 Paris, S.E. 
Grand Rapids 
Michigan 


Clarification of Etiology .. . 


Dear Sir: 

I am referring to the article by Dr. Ian Stevenson in the 
December 1951, issue of GP, wherein he lists several dis- 
eases which are classified as “known psychosomatic dis- 
orders.” Two of these diseases, namely, hyperthyroidism 
and diabetes mellitus are new to me as being funda- 
mentally, or primarily, psychic in origin. At least that is 
my impression from the material immediately preceding 
this listing. 

Any clarification about the etiology of these two diseases 
will be greatly appreciated. 

Dan Fercuson, M.D. 
Bird City, Kansas 


and the Author's Reply 

Dear Sir: 

Thank you for referring Dr. Ferguson’s inquiry to me. 
I think there is no longer any doubt that psychologic fac- 
tors are of great importance in the etiology and in the 
progress of both hyperthyroidism and diabetes mellitus. 

As I said in the paragraph immediately following the 
list of psychosomatic disorders, in the article, this state- 
ment does not imply that these diseases result solely from 
psychic disturbances because other factors undoubtedly 
play major roles in the etiologies also. But it is, I think, 
widely agreed among those experienced in these condi- 

(Continued on page 23) 
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(Continued from page 21) 

tions, that therapy is not complete without attention to the 
relevant social and emotional stresses of the patients. 

Information about the newer work on the psychosomatic 
aspects of hyperthyroidism and diabetes has not yet per- 
meated much into the general medical journals. But if 
Dr. Ferguson wishes specific documentation about psycho- 
somatic relationships, he will find a number of detailed 
studies on psychosomatic aspects of hyperthyroidism in 
Psychosomatic Medicine, 11:2, 1949, and 13:18, 1951. 
With respect to the emotional components in diabetes, the 
best recent articles are those by Hinkle and Wolf in the 
American Journal of Medical Sciences, 217:130, 1949, and 
in Psychosomatic Medicine, 13:160,184, 1951. In all of 
these articles, there are further references given. 

Ian Stevenson, M.D. 

Louisiana State University 
School of Medicine 


New Orleans, Louisiana 


Nosegays 
Dear Sir: 

It has been a pleasure to work with your organization 
in various ways during the past year. As I have told you 
before, I think you are doing a splendid job, both with 
the magazine and with other postgraduate efforts, in a 
field where it is badly needed. 

Please feel free to call upon us at any time for a reason- 
able amount of help. 

Artuur R. Cotwe M.D. 
Northwestern University 
Chicago, Illinois 


Dear Sir: 

I wish we could have more articles like Dr. Keith Ham- 
mond’s “Examination of the Apparently Well Baby,” 
which appeared in the December issue of GP. 

Someone has said: “The only real knowledge is that 
which we can use, the rest hangs like cobwebs about the 
brain. . . .” I believe Dr. Hammond has the real thing. 

A. N. M.D. 
Conroe, Texas 


Dear Sir: 

As offered at the end of the article, “The Overweight 
Child” by William A. Reilly, M.D., in the August 1951 
issue of GP, I would appreciate receiving the bibliography 
accompanying the article. 

In my opinion, the article is very well written and 
contains some valuable material concerning the problem 
of obesity in childhood. I am doing some research on the 
problem and would use the material in that way. 

Thank you for this courtesy. 

Mrs. Francis A. THIEL 
College of Medical 
Evangelists, Los Angeles 
California 


GP gladly complies with all such requests which are so 
infrequent as to prove the merits of our policy not to use 
space for listing long bibliographies with published articles. 
_ —The Publisher. 
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desired. 


Warsaw, 
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The hnew 


antispasmodic 


... produces a more effective antispasmodic action than either belladonna 
or Butisol Sodium alone, 


. . . provides Butisol Sodium, the “‘daytime sedative”, with mild, rela- 
tively prolonged action most useful in ‘‘functional disorder 
organic diseases’’’, 


... with naturally occurring the sy 


orange-red outer. 


FORMULA 


5 cc. (one teaspoonful) the elixir 
Butisol Sodium (Soditim 5-Ethyl-5- Secolndary ret 

Butyl Barbiturate, “McNeil). 10 mg. 
Ext. Belladonna............. 15 mg. (1 


SUPPLIED 


Elixir Butisol-Belladonna in bottles of one pint 
and one gallon. Samples on request. 


_1. Dripps, R. D.: Selective Utilization of Barbiturates, J. A. M.A. C 
~ 139:148-150 (Jan. 15) 1949. 


LABORATORIES, INC.,. 
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In irritable colon ... emotional diarrhea .. + peptic ulcer |. 
pyloro-duodenal irritability pyrosis ... 


PHILADELPHI 


# 


for pipette accuracy 
in antibiotic injections 


Premeasured doses for a wide range of antibiotic therapy are now avail- 


able as Cartrids. Complete with plunger and diaphragm, a Cartrid is easily 
inserted into a permanent metal-type syringe, ready for immediate and 
economical use. Breakage of glass syringes is eliminated; the preparation 


of equipment, minimized. 


Cartrids are supplied as follows: 


‘Duracitun A.S.’ 

(Procaine Penicillin—G in 
Aqueous Suspension, Lilly), 
300,000 units per Cartrid 


‘Duraciiun A.S.,’ 
600,000 units per Cartrid 


DIHYDROSTREPTOMYCIN 
SuLFATE SOLUTION, 
0.5 Gm. per Cartrid 


‘Duracitun A.S.’ (300,000 units) 

IN DIHYDROSTREPTOMYCIN SOLUTION, 
containing the equivalent of 0.3 Gm. 
dihydrostreptomycin base 


Procaine Penicittin—G, In Om, 
300,000 uNniTs, wiTH ALUMINUM 
MONOSTEARATE 


Detailed information and literature on Car- C7 
trids are personally supplied by your Lilly . wf lt 
medical service representative or may be 7 
obtained by writing to 


EL! LILLY AND COMPANY ~ Indianapolis 6, Indiana, U.S. A. 
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Editorials 


Re-emphasis on General Medicine 


Menpicat education for the undergraduate years is 
being revised in many schools to teach integrated 
medicine. While there is some controversy on the 
need for an increase in total production of physi- 
cians, most medical educators and many public 
leaders appear to be agreed that there is a need for 
an increase in the number of general practitioners 
in private practice. Integrated medicine means treat- 
ment of the person who is ill, rather than treatment 
of individual diseases of organs or cells. That con- 
cept of practice is the way in which a properly 
trained general practitioner should function. 

One of the objectives of the American Academy 
of General Practice is to encourage physicians in 
practice to continue their education through re- 
fresher courses. Another objective is to assist medi- 
cal schools and teaching hospitals to improve the 
training of prospective general practitioners and in- 
crease the production of qualified family physicians. 

Recognition of the need for producing more fam- 
ily physicians is indicated by the fact that 54 of the 
79 medical schools are sponsoring one or more pro- 
grams designed to interest and prepare students for 
a career in general practice, according to the 
A.M.A.’s Council on Medical Education and Hos- 
pital’s Fifty-First Annual Report on Medical Edu- 
cation. 

Reports on individual programs are published 
from time to time in medical journals; for example, 
the November, 1951, Journal of the Association of 
the American Medical Colleges has an article en- 
titled “Teaching Integrated Medicine,” by Dr. 
Henry M. Fox, describing the program conducted 
by the Harvard Medical School. Medical students 
are given clinical instruction at the Medical Psy- 
chiatric Unit of the Peter Bent Brigham Hospital. 

The Commonwealth Fund in 1950-51 made 
large grants to Western Reserve University, Cor- 
nell University, and the University of Colorado to 
assist those medical schools in revising and expand- 
ing their programs to emphasize teaching of com- 
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prehensive medical care. Both Cornell University 
Medical School and the University of Colorado 
School of Medicine are assigning medical students 
to outpatient clinics Where the student can partici- 
pate under supervision in the practice of good gen- 
eral medicine. 

The Commonwealth Fund has been interested 
for many years in the over-all problems of medical 
education and has granted funds to other medical 
schools to conduct experiments or surveys in vari- 
ous aspects of this broad and complex field. In its 
annual report for 1951, the Commonwealth Fund 
has indicated that some of the specific questions it 
is trying to help the medical schools answer are: 

1. Are the right people now coming to medical 
schools? 

2. How should students be chosen, and what 
prior educational experience should they have? 

3. How can medical teaching build on what the 
student brings with him? 

4. How can the medical sciences be woven to- 
gether and related to the patient? 

5. How can the break between “scientific” and 
“clinical” courses be closed? 

It appears that the trend toward specialization 
and departmentalization in medical education has 
reached its peak, and that the concept of teaching 
the student to concern himself with the patient 
as a total unit will receive continued emphasis. 


ACTH for Burns 


Tue theory is now rather widely accepted that sur- 
vival of the human organism under conditions of 
severe physical stress is dependent upon maximal 
activity of the adrenal cortex. This theory has 
served as a useful premise for the explanation of the 
beneficial results observed when ACTH and Cor- 
tisone are used for the treatment of a variety of dis- 
orders. Since severe thermal burns represent an ex- 
traordinary form of physical stress, it was only nat- 
ural to expect that ACTH-Cortisone therapy would 
be tried for them. Such trials were made in spite of 


® 
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the knowledge that adrenal cortical activity usually 
shows a strong, natural response to burns. The sup- 
position was made that the response, although 
strong, might not be maximal and might, there- 
fore, not be adequate for survival of the organism. 

Preliminary reports by Whitelaw, and by Adams 
and his co-workers, seem to indicate that ACTH- 
Cortisone treatment of severe burns is indeed bene- 
ficial (J.A.M.A., 145:85, 1951; ibid, 146:31, 1951). 
Other investigators are skeptical that the response 
of the adrenal cortex is anything less than maximal 
in cases of severe burns. Evans and Butterfield have 
therefore examined the problem from a somewhat 
more fundamental approach (Ann. Surg., 134:588, 
1951). In a series of carefully conducted experi- 
ments, these authors studied the response of the 
human body to the stress of severe thermal burns. 
The studies were made by widely approved physi- 
ologic methods and led Evans and Butterfield 
to believe that the natural response of the adrenal 
cortex may be maximal when burns involve from 
40 to 60 per cent of the body surface. However, 
they could not be completely certain of this fact, 
and admit therefore, that there may be a case for 
the policy of augmenting natural adrenocortica! 
response by administration of ACTH. Neverthe- 
less, they remind us that there are certain risks to 
such therapy, particularly the tendency for nega- 
tive nitrogen balance to be aggravated and the pos- 
sibility of development of carbohydrate intolerance. 
One of their observations which seems to be of 
fundamental importance was that there is a tend- 
ency for the natural adrenocortical response to 
wane somewhat from the second to the fifth day 
following a severe burn; afterward the natural re- 
sponse picks up again. 

Blocker and his co-workers favor the administra- 
tion of ACTH and Cortisone for severe burns be- 
cause this therapy seems to be effective in com- 
bating initial shock and in improving urinary out- 
put (Ann. Surg., 134:574, 1951). Incidentally, they 
emphasize that ACTH-Cortisone therapy does not 
reduce the incidence of infection of the burned sur- 
face. Investigations in other fields have demon- 
strated that these drugs indeed increase the hazard 
of infection under some circumstances. Blocker and 
his associates administer Cortisone and ACTH in 
an overlapping manner. They give Cortisone during 
the first three days following a severe burn and be- 
gin the administration of ACTH on the second 
day and continue it for one week. This method of 
administration of the drugs is entirely logical in 
view of Evans’ demonstration that the natural re- 


sponse to stress tends to wane from the second 
to the fifth day. 

From these various reports one thing seems cer- 
tain—the picture is not yet complete. Although we 
may adopt a tentative opinion that ACTH-Corti- 
sone therapy is valuable in cases of severe thermal 
burns, there is obviously a need for many more 
basic investigations like those of Evans and Butter- 
field. The story of ACTH and Cortisone has been 
marked all along by a tendency on the part of in- 
vestigators to give ACTH empirically and without 
controls. When a favorable course is observed— 
seemingly a result of ACTH action—the investi- 
gator then does his best to devise a physiologic ex- 
planation for his observation. Although this tech- 
nique of investigation sometimes has yielded dra- 
matic results, it is not without its pitfalls. 


Membership in AAGP and ACS 


May members of the American Academy of Gen- 
eral Practice also be fellows of the American Col- 
lege of Surgeons? 

This question has been raised, though not fre- 
quently to be sure, from two sources. First, there 
have been some fellows of the American College of 
Surgeons who desired to affiliate with the American 
Academy of General Practice. Second, there have 
been a few members of the Academy who wondered 
whether membership in the American Academy of 
General Practice would jeopardize their opportu- 
nity to later qualify for fellowship in the American 
College of Surgeons. 

To the first of these questions a definite answer 
is readily presented by the By-Laws of the Ameri- 
can Academy of General Practice wherein it is 
provided that to be eligible for membership a can- 
didate must be engaged in the general practice of 
medicine and surgery. For the purposes of the 
Academy, therefore, membership in a specialty or- 
ganization or any other medical society is of no im- 
portance provided the prospective member is ac- 
tually engaged in general practice. The Academy 
has taken the attitude that if membership in the 
Academy conflicts with the rules and regulations of 
another society to which the member may belong, 
this is a matter for that society and does not affect 
the member’s status in the Academy. 


A considerable number of Academy members do - 


hold membership in one or more other national 
medical societies, some of them devoted exclusively 
to a special field. This is considered right and 
proper, especially in view of the following defini- 
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tion of the term “general practitioner” appearing 
in the Manual on General Practice in Hospitals 
published by the Commission on Hospitals: 

“A general practitioner is a legally qualified doc- 
tor of medicine who does not limit his practice to a 
particular field of medicine or surgery. In his gen- 
eral capacity as family physician and medical ad- 
viser he may, however, devote particular attention 
to one or more special fields, recognizing at the 
same time the need for consulting with qualified 
specialists when the medical situation exceeds the 
capacities of his own training or experience.” 

Though a number of Academy members are at 
present fellows of the American College of Sur- 
geons, a few members have recently raised the sec- 
ond question stated above and have requested an 
opinion as to whether membership in the Academy 
would make them ineligible for fellowship in the 
American College of Surgeons in the event they 
later desired to qualify and become a member of 
that organization. 

This, of course, is a question that can be an- 
swered only by the American College of Surgeons. 
Accordingly, the question was recently put to the 
Director of the College. The following excerpt 
from his letter of reply presents a concise answer: 

“The ‘Requirements of Fellowship’ of the Ameri- 
can College of Surgeons provide— 

“l. The applicant to be eligible for fellowship 
shall be a graduate of a medical school acceptable 
to the American College of Surgeons, and licensed 
to practice in his respective state, province, or coun- 
try. A period of seven years after graduation in 
medicine devoted to special training and practice 
is the time requirement for eligibility to fellow- 
ship. 

o, The applicant’s professional activity shall be 
restricted to study, diagnosis, and operative work 
in general surgery or the surgical specialties. Each 
case shall be judged on its individual merits as to 
professional ability, training, and experience in the 
particular field of surgery in which the applicant 
is engaged. The College desires to admit to its fel- 
lowship only those who are primarily specialists in 
surgery, and the minimum proportion of specializa- 
tion in practice which is acceptable may vary ac- 
cording to the character and size of the community 
in which the applicant works. 

“It would seem, therefore, that there is no specific 
prohibition of a Fellow of the American College 
of Surgeons being a member of the American Acad- 
emy of General Practice. Individual Credentials 
Committees place different interpretations upon the 
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amount of limitation of work to surgery. In metro- 
politan centers, 100 per cent limitation is usually 
required. In smaller cities some general practice 
may be permitted.” 

Many members of the Academy devote a sub- 
stantial portion of their practice to general surgery. 
Some may desire to affiliate with the American Col- 
lege of Surgeons at some future date. On the basis 
of this official communication from the American 
College of Surgeons, these members are justified in 
proceeding upon the assumption that membership 
in the American Academy of General Practice does 
not prevent one from becoming a fellow of the 
American College of Surgeons and that each case 
is judged on its individual merits. 


Electrocardiography 


ELEcTROCARDIOGRAPHY is generally acknowledged 
to be one of the most important techniques for the 
appraisal of cardiovascular disease. Indeed, it is in- 
dispensable for the diagnosis and management of 
certain abnormalities. It is only natural, therefore, 
that more and more electrocardiograms are being 
made and that more and more physicians—general 
practitioners included—are doing their own electro- 
cardiography. This trend definitely should not be 
discouraged. If the test is as valuable as we believe 
it to be, it obviously deserves wide use; and this 
can be attained only if many physicians are 
familiar with the method. This implies, however, 
that they should be aware of certain pitfalls. 

Aside from misinterpretation of artefacts, and 
errors in recording electrocardiograms—and these are 
surprisingly frequent—electrocardiographic inter- 
pretations are wrongly made for two principal rea- 
sons. The first error arises from a tendency on the 
part of the physician to read more into the electro- 
cardiogram than it deserves; the second is a result 
of placing too much reliance on electrocardiographic 
findings, to the exclusion of other clinical aspects 
of a case. 

The first type of error mentioned is especially fre- 
quent in connection with the interpretation of the 
ST segments and the T waves. This portion of the 
electrocardiogram has come to hold a special place 
in our regard as being indicative of myocardial 
abnormality. As a matter of fact, it often has this 
significance, but it should be recognized that the 
T wave changes which accompany some cases of 
coronary arteriosclerosis may also be seen in many 
conditions in which there is no evidence of cardiac 


abnormality. For example, during World War II, 
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Graybiel and his co-workers found such aberrations, 
and others as well, in many of the electrocardio- 
grams obtained from 1,000 young healthy aviators 
(Am. Heart J., 27:524, 1944). Stewart and Man- 
ning reported a similar experience in the analysis of 
electrocardiograms of 500 British airmen (Am. 
Heart J., 27:502, 1944). In addition, Sensenbach 
once listed forty-six conditions, not due to primary 
disease of the heart, that may be associated with 
changes in the electrocardiogram similar to those 
caused by coronary sclerosis and myocardial disease 
(Ann. Int. Med., 25:632, 1946). 

An outstanding example of a condition in which 
electrocardiographic abnormality of the type under 
discussion does not mean basic cardiac disease is the 
hyperventilation syndrome. Thompson found that 
patients with anxiety neuroses and the hyperventi- 
lation syndrome frequently exhibit marked electro- 
cardiographic abnormalities, consisting either of late 
inversion of T or of ST depression with marked 
lowering of T. He pointed out that since severe 
precordial pain may be included in the syndrome, 
recognition of these marked electrocardiographic 
abnormalities assumes importance lest they be 
attributed to infarction of the heart, with the result 
that the anxiety neurosis becomes worse (Am. 
Heart J., 25:372, 1943). 

This tendency to provoke psychiatric repercus- 
sions by attributing too much significance to electro- 
cardiographic aberrations seems to be a very com- 
mon mistake. Rosenbaum believes that the physi- 
cian is more honestly courageous when he evalu- 
ates such deviations by a careful correlation with 
the entire clinical picture and advises the patient to 
disregard them if there are no other signs of cardiac 
disease. He deprecates the false security derived 
from advising such a patient that he has coronary 
sclerosis or myocardial strain. He admits that this 
latter practice will avoid the occasional errors of 
omission, which are damaging to the physician’s 
reputation, but is more impressed with the fact that 
many normal individuals may thereby be done a 
grave wrong (Ann. Int. Med., 35:542, 1951). 

The second error in electrocardiography develops 
when a physician is so impressed with the normalcy 
of the tracing that he may be led to disregard other 
clinical manifestations of cardiovascular disease. Ob- 
viously this problem is not likely to be encountered 
when the other evidences of heart disease are out- 
standing; but there are many instances in which 
physicians develop a distrust of their clinical ap- 
praisal of a patient with myocardial infarction or 
angina pectoris because the electrocardiogram is 


normal. In this same connection should be men- 
tioned the evil practice of some physicians to use 
the electrocardiogram as a principal criterion for 
their estimate of the state of the heart. For example, 
surgeons have been known to order electrocardio- 
graphic tracings preoperatively, and to rely on the 
report of a normal electrocardiogram for their esti- 
mate of cardiac risk. This practice is palpably false. 
The electrocardiogram is never a measure of cardiac 
function and can never replace a good history and 
a careful physical examination in the total estimate 
of a patient's cardiovascular status. In this, as in any 
clinical situation, an appraisal of the patient's con- 
dition must come from all the data, not from a 
single test. 

These thoughts about misinterpretations of elec- 
trocardiograms are not meant to contradict our 
earlier contention that electrocardiography should 
be widely used, and that many physicians—general 
practitioners included—should be encouraged to do 
their own electrocardiography. However, as a pre- 
requisite, such physicians must be proficient in the 
method. It is not a method which can be properly 
used by simply making tracings and looking at 
them. On the contrary, the physician who aspires 
to use an electrocardiograph efficiently in his prac- 
tice must have adequate education in the funda- 
mental theory of electrocardiography plus training 
in the practical applications of this theory. Failure 
on the part of physicians to meet these require- 
ments are responsible for most of the present-day 
misuses of electrocardiography. 


Thyroid Suppression for Heart Disease 


Tue effect of treating thirty-seven patients with 
chronic heart disease by lessening the cardiac work 
through inducing hypothyroidism with radioactive 
iodine has recently been reported by Blumgart, 
Freedberg, and Kurland (New England J. Med., 
245:83, 1951). All of these patients were euthy- 
roid at the time treatment was started. Every pa- 
tient had been incapacitated for many months or 
years in spite of having received the usual accepted 
medical therapeutic measures. The clinical course 
of their heart failure had been stationary or only 
slightly worse during the months immediately prior 
to treatment. 

There were twenty-six patients with angina pec- 
toris, of whom seventeen had been observed in the 
hypometabolic state for an average period of about 
eighteen months. All of these patients were suf- 
fering from coronary arteriosclerosis. The thera- 
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peutic result was decidedly worthwhile in eleven. 
In each instance, the patient was able to undertake 
activities previously impossible for many months 
or years. In the remaining six of the seventeen 
patients with angina pectoris, the therapeutic re- 
sult was not satisfactory. 

There were eleven patients with severe, intrac- 
table congestive heart failure, six of whom were ob- 
served in the hypometabolic state for an average 
period of nineteen months. In two of the six pa- 
tients, there was no improvement. The remaining 
four showed great improvement. 

The authors emphasize that this treatment was 
used only in patients whose clinical course had re- 
mained relatively stationary for months or years 
before the administration of radioactive iodine. 
There were no toxic or untoward reactions follow- 
ing the administration of the drug. Hypothyroidism 
was induced with great regularity. An effort was 
made to maintain the lowest metabolic rate con- 
sistent with the comfort of the patient. Small doses 
of desiccated thyroid were used after myxedema 
had been induced, when the symptoms of the myxe- 
dema became too severe. 

There is nothing new in this idea of treating se- 
vere heart disease by modifying thyroid function. 
Some years ago total thyroidectomy was employed 
for the same purpose. A number of factors led to 
abandonment of this procedure. First of all, it 
was an operation of considerable magnitude for a 
patient already seriously ill with coronary insufh- 
ciency or congestive heart failure, and the over-all 
surgical mortality rate was in the neighborhood of 
10 per cent in those with heart failure and approx- 
imately 5 per cent in those with angina pectoris. 
Furthermore, since the operation was intended to 
remove all of the thyroid gland, the incidence of 
parathyroid and laryngeal complications was cor- 
respondingly higher than in usual thyroid surgery. 
Although some cardiac patients were undeniably 
benefited by such surgical suppression of thyroid 
function, there were many disappointments which 
seemed to be related not so much to the severity 
of the cardiac disease, as to a failure of the opera- 
tion to provoke a hypothyroid state. At the time, 
this seemingly paradoxical result was inexplicable. 

Some part of the explanation may be found in 
recently reported postoperative studies of radioac- 
tive iodine uptake in “thyroidectomized” individ- 
uals. Goode, Grollman, and Reid studied seventy- 
seven patients who had been subjected to very radi- 
cal thyroidectomy. All of the patients showed prac- 
tically no uptake of radioactive iodine within the 
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first few weeks following operation. However, as 
months passed, it was found that some of the pa- 
tients demonstrated a renewal of thyroid function, 
as judged by the I'** test. There were fourteen such 
cases, all of them representing cases in which thy- 
roidectomy had been done because of Graves’ dis- 
ease. The authors believe that even in the most 
radical thyroidectomy, one does not remove all the 
thyroid tissue, and that the residual tissue shows 
a degree of regeneration which varies in accordance 
with the tendency the gland has shown preopera- 
tively to hyperplasia (Ann. Surg., 134:541, 1951). 
Similar results have been reported in a series of 
52 cases by Szilagyi (Ann. Surg., 134:546, 1951). 
It is obvious from these reports that administra- 
tion of radioactive iodine for suppression of thyroid 
function in cardiac patients is a therapeutic modal- 
ity which deserves further investigation. The older 
method of suppressing thyroid function by total 
ablation of the gland was inferior for many reasons 
to the I'** method, not the least of which could be 
that the surgical method may be distinctly less ef- 
fective in producing total thyroid suppression. How- 
ever, it is rather obvious that any technique for 
suppressing thyroid function as part of the treat- 
ment of cardiac disease in euthyroid patients should 
be used only with the greatest discrimination. It is 
to be hoped that further studies by other investi- 
gators will be performed with the same careful 
attention to selection of patients and the same un- 
biased accurate post-treatment appraisal which has 
marked the work of Blumgart and his co-workers. 


VA Medical Care 


A FEDERAL GOVERNMENT program that started out 
in a small way in the 1920's to provide hospitaliza- 
tion and medical care for war veterans suffering 
from neuropsychiatric and tuberculous conditions 
is now responsible for medical and hospital care of 
19 million veterans, approximately one-eighth of 
the population. Under present world conditions, 
the number of veterans is increasing and will con- 
tinue to increase. It is possible to foresee the time 
when a majority of the male and a large percentage 
of the female population will be veterans. Only a 
small portion of the physicians will then be en- 
gaged in the private practice of medicine. 

No one will deny that the veteran suffering 
service-connected illness or disabilities should re- 
ceive medical care at government expense, but 88 
per cent of the general medical and surgical cases 
now cared for under VA programs are nonservice 
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connected, and there is a list of 20,000 to 22,000 
similar cases waiting for admission to VA hospitals. 

The VA is now operating hospitals with 120,000 
beds and has authorization for construction to 
bring the total to 131,000 beds. 

The present Congress passed a bill authorizing 
an additional 16,000 beds which was vetoed by the 
President but repassed by the House, and will very 
likely be approved by the Senate. The VA will 
then have a total of 147,000 beds. Existing VA 
hospitals are crippled by shortage of funds and 
manpower, and it is estimated that under such con- 
ditions the VA would have at least 27,000 more 
beds than it could operate. 

If and when the VA is able to build and staff 
the additional hospitals, they vill obviously be 
used for nonservice-connected cuses. The solution 
to the problem, therefore, is in amending the law 
regarding veteran’s eligibility for medical care for 
nonservice-connected illness or disability. The law 
now provides that any veteran suffering disability, 
disease, or defect shall be eligible for hospitaliza- 
tion and domiciliary care whether or not these con- 
ditions are service connected, provided the veteran 
will sign a statement under oath that he is unable 
to pay for such service elsewhere. Such a statement 
must be accepted by the VA as sufficient evidence 
of inability to pay. 

Congressmen are hesitant to propose changes to 
close the loophole, when the veterans make up 
such a large bloc of votes and have such effective 
lobbying representation through the American Le- 
gion and other veterans’ organizations. Although 
all taxpayers should be concerned about Con- 
gress’s largesse in regard to veterans, the medical 
profession has an additional interest in maintain- 
ing the private practice of medicine. 


Respect for Mr. Jones 


WE reap, the other day, an editorial in the Bulletin 
of the National Society for Medical Research, which 
urged its scientist-readers not to be downhearted be- 
cause the antivivisectionists had recently won sev- 
eral legislative battles. The editor pointed out that 
legislative contests may be won through evidence 
and public understanding—or by bribes, “deals,” and 
political intimidation. He suggested that the latter 
technique can be opposed most successfully by bet- 
ter organization and education. 

We heartily agree. We have an unshaken con- 
fidence in the fundamental intelligence and judg- 
ment of the American people. We sincerely believe 


that, when honestly and completely informed, the 
public ballot becomes an irresistible force against 
which no combination of greed and special interest 
can stand indefinitely. 

We also believe the physicians of America consti- 
tute a “Minute Man” army whose capacity for di- 
recting the public mind toward honest judgment 
has only begun to be realized. Such an army oper- 
ates in two ways. In the fall of 1950 we saw it func- 
tioning in a nation-wide advertising campaign, un- 
der the sponsorship of the A. M. A. But it can also 
function on the individual level—and with tremen- 
dous effectiveness. Your patient, Mr. Jones, may or 
may not fully accept the statements he reads in a 
published advertisement. But there is no question 
about his respect for the judgment and opinions of 
his family doctor. A casual explanation by you, for 
example, of the important role a rabbit or white 
mouse plays in assuring the safety of medicine you 
give him, will offset reams of emotional propaganda 
from the caustic pens of the antivivisectionists. In a 
minute of conversation you can lay bare to him the 
grim skeleton under the velvety mantel of Oscar 
Ewing's latest scheme. 

Who is Mr. Jones? He is The Vote. He is Public 
Opinion. Multiplied into the millions, he represents 
a force for good and justice before which the most 
powerfully entrenched special interests quail, 
against which the most cleverly contrived propa- 
ganda becomes ineffectual. Mr. Jones has con- 
fidence in you. Whether it is vivisection, compul- 
sory health insurance, or a proposal of one of the 
other “ism’s,” you have an opportunity and an ob- 
ligation to help him to better understanding. 


Educating More Physicians 


TuereE has been, and still is, considerable differ- 
ence of opinion on the need for an increase in the 
production of physicians. For a time it appeared 
that if such a need was pronounced as critical, the 
only adequate solution was subsidization of medical 
schools by the Federal government. It seems quite 
possible that many people may have unconsciously 
tended to minimize the need in order to avoid sup- 
porting such a solution. However, in the past year 
the medical profession itself, through its American 
Medical Education Foundation, and the public, 
through the National Fund for Medical Education, 
began providing financial assistance to medical 
schools. Many of the medical schools will be in a 
position in 1952 to expand their programs without 
federal aid. A reanalysis of the need for the pro- 
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duction of more physicians should not be influ- 
enced to such a great extent by the danger of fed- 
eral control now that more funds for expansion 
are available from state governments and private 
sources. 

Some medical educators believe that more stu- 
dents can be enrolled without increasing the 
school’s physical plant. In the Journal of the Asso- 
ciation of American Medical Colleges for Novem- 
ber 1950, Drs. Wilburt C. Davison, Jerome S. 
Harris, and Joseph E. Markee of the Duke Uni- 
versity School of Medicine have outlined a program 
to provide more physicians through greater utiliza- 
tion of available facilities. 

The authors recognize that there may be some 
difference of opinion on the degree of increase re- 
quired, but state that there is a need for more gen- 
eral practitioners in private practice. A table in 
their article shows that while the total number of 
physicians between 1940 and 1950 had increased 
in the same ratio—15 per cent—as the increase in 
total population, physicians in private practice had 
increased only 5 per cent and the number of gen- 
eral practitioners had decreased 13 per cent. 

Medical economists have frequently pointed out 
that improved transportation, with resulting 
changes in the public’s trading centers, have made 
it economically undesirable for many small towns 
to attempt to support a physician, and that ad- 
vances in medical science and better use of auxil- 
iary personnel have also resulted in physicians be- 
ing more productive, thereby reducing the demand 
for a proportionate increase in the ratio of physi- 
cians to population. But it should be kept in mind 
that medical service is a personal service. If every 
family is to have a personal physician, which is 
accepted as a desirable goal, the present ratio of 
general practitioners to population may well be 
entirely too low. 

There are other factors inherent in our changing 
social and economic system that have an effect on 
the supply and demand for physicians which must 
be considered, as well as those that reduce the need 
for physicians in the small communities. More 
physicians are needed and will continue to be 
needed in all types of governmental health agen- 
cies; more are needed in research, teaching, and in 
industry. The new position of our country in world 
affairs means that the military forces will continu- 
ally require a large number of physicians who other- 
wise would have entered private practice. 

If the basic problem of increasing the produc- 
tion of physicians is a matter of better utilization 
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of existing training facilities, then the plan of Dr. 
Davison and his co-authors should be given serious 
consideration. They suggest a continuous four- 
quarter program with admissions of classes on 
February | and July 15 of each year. The plan pro- 
vides tor eight weeks of holidays a year for the 
students, and the authors believe that as good or 
better academic standards could be maintained 
with the medical schools existing facilities, al- 
though additional teaching personnel would be 
required. As the authors point out, under the four 
quarters system, the tremendous capital invested in 
medical schools would not be idle one-third of the 
time, the student will benefit from the smaller 
classes, clinical material will be fully utilized dur- 
ing the entire year, and patients will receive better 
care. This plan of a continuous teaching program 
fits in with the concept of better preparation for 
the practice of medicine through more and earlier 
instruction of the student in clinical medicine. 

A gradual increase in the number of young gen- 
eral practitioners interested in and properly selected 
and prepared for a career as family physicians ap- 
pears to be the only permanent solution to the 
public’s demand for a physician, or additional 
physicians, in their community. Many of the state 
medical societies have developed excellent plans 
for the proper placement of physicians in their 
states, with community responsibility for certain 
phases of the facilities needed for modern medical 
practice. Such plans cannot be wholly successful 
unless there is an increase in the number of physi- 
cians interested and qualified for the general prac- 
tice of medicine expected of them in those commu- 
nities. 


Already of Old Time 


Uncre Wirrrep has been reading a lot lately. 
Highbrow stuff, too. He came running in this morn- 
ing a little breathless with a quote from Herodotus’ 
account of his travels through Egypt during the 
fifth century B.c.: “The art of medicine among them 
is distributed thus: each physician is a physician 
of one disease and of no more; and the whole coun- 
try is full of physicians, for some profess themselves 
to be physicians of the eyes, others of the head, 
others of the teeth, others of the affections of the 
stomach, and others of the more obscure ailments.” 

As it is written in the Book of Ecclesiastes: “Is 
there any thing whereof it may be said, See, this is 
new? it hath been already of old time, which was 
before us.” 


. 
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Color illustration 
from Sharp & Dohme 


Urate deposits (tophi) 
around and in the 
joints, are character- 
istic in chronic, topha- 
ceous, gouty arthritis. 
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BY LE MOYNE COPELAND KELLY, M.D. 


Waterbury, Connecticut 


Gout, one of the oldest diseases of mankind, sometimes goes unrecognized. The typical pattern of 
the disease is the greatest aid to diagnosis in the early stage. High blood uric acid, tophi, and 
punched-out areas in the x-ray picture are characteristic of the later phase. Colchicine for the acute 


attack and an individualized interval program are mainstays of treatment. Here and in the pictorial 
presentation which follows, by Dr. John H. Talbott, is a resume of current knowledge on the disease. 


Gour, one of the oldest diseases known to mankind, 
is by no means a clinical oddity. Though frequently 
present, it ‘many times goes unrecognized; and pa- 
tients may suffer from repeated attacks of acute 
gout before the correct diagnosis is finally made. 
Failure to think of the disease, the absence of a 
high blood uric acid, of tophi, and of punched-out 
areas in the x-ray picture in many of the early cases, 
appear to be the chief stumbling blocks in the way 
of a correct diagnosis. 

In the absence of tophi, the greatest aid to the 
diagnosis of gouty arthritis is the typical pattern of 
the disease. Gout predominantly affects men of mid- 
dle or advanced age, but the first attack may come 
as early as the third decade. Only about one in 
twenty of the patients is a woman. It is believed 
to be due to an inherited nonsex-linked error in 
uric acid metabolism. Attacks are more common in 
the spring and fall, and are precipitated by surgical 
operations, by dietary excesses incident to holidays 
or vacations, by fasting, and even by slight trauma. 
They may occur in the course of a ketogenic diet 
or follow the administration of liver extract, ergo- 


tamine, Salyrgan, and other drugs. Olecranon bur- 
sitis, Achilles tendinitis, and renal colic are frequent 
manifestations of the disease and often suggest the 
diagnosis. Mild or moderate fever not infrequently 
accompanies the attacks, and the erythrocyte sedi- 
mentation rate is often elevated. 

In the earlier and milder cases the symptoms may 
last from 2 to 10 days and are confined to one joint. 
In the more severe cases or in the later phases of 
the disease the attacks may last longer, and several 
joints may be affected simultaneously. Typically, 
complete recovery follows the early episodes or the 
infrequent attacks when the disease is of a mild na- 
ture. Fortunately, many patients never reach the 
disabling stage of chronic gouty arthritis. 

The onset of the attack is characteristically sud- 
den, often beginning in the early morning hours, 
when the patient is awakened by severe pain in one 
of the peripheral joints; sometimes in the great toe, 
but “podagra” is the initial manifestation in only 
half of the cases. The pain is usually excruciating 
and reaches its maximum intensity in a few hours. 
Tenderness may be so marked as to make it impos- 
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sible for the patient to bear the weight of the bed 
covers. Swelling, a bluish-red discoloration, and in- 
creased warmth may also be present. Following the 
attack desquamation of the skin may appear over 
the affected areas. 


Characteristic Findings 


Hyperuricemia. Elevation of the blood uric acid 
level is by no means a constant finding. It is often 
transient or absent in the early stages; usually, 
though not always, it is present in the chronic 
phases of the disease. The degree of elevation in the 
blood uric acid does not necessarily parallel the se- 
verity of the symptoms. The normal concentration 
of the uric acid in whole blood is up to 4.5 mg. per 
100 cc. (Folin’s Method), but uric acid determina- 
tions on serum are more sensitive than the whole 
blood method: when the former procedure is em- 
ployed, 6 mg. of uric acid per 100 cc. of serum are 
taken as the upper limit of normal. 

Tophi. The deposition of monosodium urate 
crystals in the vicinity of the joints, or in subcu- 
taneous tissues, is a great help to the clinician. Un- 
fortunately, this occurs in something less than 25 
per cent of the cases and then relatively late in the 
course of the disease. Tophi are commonly seen in 
the helix of the ear and in the olecranon bursa, and 
may be confused with sebaceous cysts or fibroid 
nodules. It can be proved that such nodules are 
really tophi by removing some material with a large 
needle and demonstrating the urate crystals under 
the microscope. 

The X-Ray Picture. The deposition of radiotrans- 
lucent urate crystals in the subchondral region of 
the affected bones produces the suggestive “punched- 
out” areas in the roentgenogram. Such findings 
usually occur late and are not pathognomonic of 
gout; similar areas of erosion may occur in rheuma- 
toid and osteoarthritis as well as in other chronic 
diseases such as syphilis, yaws, leprosy, tuberculosis, 
and sarcoidosis. 


Chronic Gouty Arthritis 


Within 10 or more years after the initial mani- 
festations of the disease and following a vary- 
ing number of acute attacks, the chronic phase of 
the disease—gouty arthritis—may become estab- 
lished. After one of these recurrent attacks the 
symptoms do not subside. Pain and tenderness per- 
sist, the swelling remains, and deformities begin to 
produce varying degrees of permanent disability. In 


severe cases extensive crippling may result. Sub- 
cutaneous tophi may appear at this stage, and hy- 
peruricemia is practically always present. 

One must always consider the possibility of gout 
when confronted by a case of what appears to be a 
simple “sprain,” “cellulitis,” “bursitis,” rheumatic 
fever, or an “acute arthritis” from any cause—trau- 
matic, gonorrheal, or rheumatoid. 

The problem of therapy must of necessity be di- 
vided into two parts: First, those measures insti- 
tuted for the relief of the acute attack of arthritis; 
and, second, those employed in an attempt to pre- 
vent further attacks, as well as to ward off or delay 
the complications of the disease, among which 
nephrolithiasis and cardiovascular lesions are prom- 
inent. The essentials in each of these programs are 
summarized as follows: 


Treatment of Acute Attack 


1. Bed rest with adequate protection of the af- 
fected joints. 

2. Colchicine, up to its full therapeutic effect. 

3. Severe cases may be given ACTH (100 I.U.) 
at once, repeated in 12 hours if necessary. Less se- 
verely ill patients can be given 40 to 60 units in 
one injection. 

4. Hot or cold compresses (sometimes the latter 
afford more comfort). 

5. Bland diet containing no high purine foods. 

For centuries there has been fairly general agree- 
ment concerning the value of colchicine in the man- 
agement of the acute arthritis of gout. Some au- 
thorities even consider it a specific for the control 
of the pain, and claim that the drug is superior to 
the opiates in this regard. The mechanism of its 
action is unknown; it does not appear to induce an 
increased elimination of the urates, nor to reduce 
their level in the blood. The drug must be given 
early in the course of an attack and continued until 
pain is relieved or minor toxic symptoms appear 
Ci.e., nausea, vomiting, or diarrhea). A good plan 
is to have the patient take 2 tablets (1/50 gr.) at 
the earliest manifestation of an attack, followed by 
one 1/100 grain tablet every hour. The number of 
doses varies with the individual patient; usually 8 
to 12 tablets are required for relief. 


Interval Treatment 


1. Elimination of malt liquors. 
2. Reasonable adherence to diet. 
3. Cinchophen or salicylates. 
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Gout, in spite of its long periods of quiescence, is 
actually a chronic disease and must be treated as 
such. In this connection the diet is of considerable 
importance. It has been demonstrated that the syn- 
thesis of uric acid occurs regularly in the body from 
the simplest nitrogen and carbon compounds so that 
elimination of purines will not necessarily reduce 
the level of blood uric acid. However, a high purine 
diet may be a factor in the production of high uric 
acid levels in the blood of patients affected with 
gout. Moreover, although the role of such elevated 
readings in the pathogenesis of acute gouty arthritis 
is still unknown, an attempt to control the hyper- 
uricemia would seem wise. As Graham says, “What- 
ever views one may have about the relationship of 
uric acid to the disease called gout, it cannot be 
good for a patient to store up uric acid in his body.” 
In any event, patients who have gout should avoid 
foods containing large amounts of purines, such as 
liver, kidneys, sweetbreads, sardines, anchovies, 
meat products, and gravies. 

An individual program must be set up for each 
patient on the basis of the degree of intelligence of 
the patient, the severity of his symptoms, the amount 
of the hyperuricemia, and the presence or absence 
of complicating disease. One thing appears certain: 
the patient must carefully avoid those particular 
items which from observation would seem to have 
been factors in precipitating his attacks in the past. 

About twenty years ago, the drug cinchophen be- 
gan to fall into disrepute when Palmer and Woodall 
condemned it as dangerous. They stated “there is 
no safe method for its administration.” Many others, 
however, including such authorities as Hench, 
Bartels, Wright, and McCracken advocate its use in 
gout with suitable precautions. There does not seem 
to be any question that the danger of cinchophen 
has been unduly emphasized. Hench used it in 
over 1,000 cases and did not see or hear of any 
fatal hepatic reactions attributable to the drug. 
Kelly and his co-workers did not find a single case 
of hepatic damage among 2,500 gout patients to 
whom the drug had been administered intermit- 
tently over long periods. They point out that cin- 
chophen should not be considered as a general anti- 
theumatic, since patients with other types of ar- 
thritis do not appear to tolerate it so well or in such 
large amounts as does the patient with gout. Eaton 


had a similar experience, the more remarkable be- 
cause he gave the cinchophen by vein to several 
thousand patients. 

Most of the evidence against cinchophen appears 
to be pretty indirect; for example, in a case of so- 
called “toxic hepatitis” where an exhaustive search 
is made for a possible etiologic agent, it may be 
found that sometime in the past, the patient took 
the drug for a brief period of time. Thus, cincho- 
phen is unjustifiably cited as the cause of death. 
McCracken gave cinchophen with striking benefit 
in several cases of acute gouty arthritis in which 
colchicine had failed to relieve the symptoms and 
stated that it was his experience that the widespread 
fear of using cinchophen frequently deprived the 
patient of the benefits of a most valuable medica- 
tion. 

The drug should be given intermittently and the 
dosage carefully regulated. At the inception of treat- 
ment the patient takes one 0.5 Gm. tablet 3 times 
each day, 4 days a week. As the treatment pro- 
gresses the dosage may be reduced, and the drug 
eliminated when the blood uric acid reaches normal 
with the symptoms controlled. The patient should 
be cautioned to discontinue taking cinchophen upon 
the appearance of nausea, vomiting, dark urine, or 
jaundice. Two points should be stressed when or- 
dering this medication. The patient must take at 
least 2 quarts of fluid each day, and 2 Gm. of sodi- 
um bicarbonate 3 times a day, so that the urine 
will remain alkaline. 


Conclusion 


What can the patient expect if he will faithfully 
adhere to the program described? The best answer 
to this question has been given by Bartels, who 
carefully studied 31 patients with gout over a long 
interval. He reported the recurrence of only 7 minor 
attacks as compared with 84 major attacks during 
a comparable period before treatment. This work 
should alter the tendency of some physicians to be- 
lieve that no regimen significantly affects the course 
of this disease. It furnishes an optimistic note in the 
treatment of gout—an old malady, but one about 
which there is stil] much to be learned. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


The pictorial presentation on Gouty Arthritis by Dr. Talbott appears on the next four pages. 
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DIFFERENTIAL DIAGNOSIS 


Rheumatoid Arthritis 
Acute Rheumatic Fever 
Osteoarthritis 

Traumatic Arthritis 
Specific Infectious Arthritis 


Serum Uric Acid 
6-10 mgm/ 1 00«c, 


Salicylates, cinchephen, and 
mercurial divreties will reduce 
content of serum uric acid and 
should be withheld 48 hours 
before examining blood 


~ Albuminuria 
may be present 


158% have Urate 


Govt is not = rere malady 
Frequently it is not diagnosed 
in this stage 


Neo Racial Preponderance exists 
The colored race is less 
susceptible 

Ne Social Stratum is exempt 

X-rays of affected joints 

vsuelly cre negative 


Some potiants do not pregress 
beyond this stage 


@ = JOINTS USUALLY AFFECTED | ~ 


A Pictorial Presentation 


BY JOHN H. TALBOTT, M.D. 
Buffalo, New York 


Some patients do not progress 


Acute attacks tend to be more 
frequent than in early stage 


Evidence of chronic arthritis > ococute attacks as described 
Subcutaneous tophi 
Eurs 
Near joints 
Along tendons 
Hypertension 
Renal Impairment 


Hypertension persists a Serum Uric Acid 


TREATMENT OF INTERVAL GOUT 


Blood Urea 
(Between Attacks) 4 i \ Nitrogen may 
Drugs a be elevated 


(1/120 gr.) 1-3 tablets : Albuminuria 
day for 3-7 days per Cylinduria 
Salicylates—4 Gm. 
(60 gr.) daily for 
4 days each week 
Cinchophen is not 
used unless colchicine 
and salicylates are 
ineffective 
Diet 
Low in purines 
(no liver, kidney, 
sweetbreads or 
anchovies) 
Low in fats 
Adequate in proteins, 
minerals and vitamins 
Caloric content to 
avoid obesity 
Fluids 
Abundant in order to 
aid in the elimination 
of uric acid from the body 
Alcohol 
Not contraindicated in 
moderation if it does 
not precipitate an acute 
attack 


Tobacco 
Not contraindicated in 
moderation 


Clinical Characteristics 
Elevation of Serum Uric Acid 
X-ray changes 


X-rays show punched out 
areas and other evidence of 
joint pathology (@) 
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CHARACTERISTICS OF AN ACUTE 
ATTACK 


Onset vsually after the age of 30 
Sudden Onset of Pain 
Cardinal Signs of Inflammation 
Redness 
Pain x 


Swelling 
ACUTE ATTACK OF GOUTY ARTHRITIS” 
Constitutional Symptoms 

Fever 

Chills 

Malaise 

Tachy¢ordia 
Laboratory Studies 

Leukocytosis 

Increased sedimentation rate 
Complete recovery of function 

after the acute attack 
Desqu ti bout affected 

joint may follow 


FREQUENCY 


Some patients have only 
a few acute attacks in @ 
life time. : 

Severe gouty arthritis 
implies several to me 
acute attacks per ye 


PRECIPITATING FACTORS IN AN 
ACUTE ATTACK 


Surgical Operation, major or minor 
Acute Infection, major or minor 
Dietary Indiscretion 
High fat intake 
Alcoholic indiscretion 
Exposure to Adverse Elements of 
the Weather 
Blood loss 
Trauma, general to body or local 
to joint 
Emotional Upset 
Drugs in therapeutic amounts ‘ 
Penicillin 
Sulfonamides 
Insulin 
Ergotamine 
liver Extract 
Thiamine 
Foreign Proteins 


Serum Uric Acid 
6-10 mgm/100 cc, 


\ Urine may be scant 


TREATMENT 


General 
Rest for affected joints 
Cradle for bed clothes 
if feet are affected 
Soft diet 
Abundant fluids 
Opiates as needed for pain 
Sedation for insomnia 

Specific 

Colchicine—0.5 mgm. 

(1/120 gr.) every hour 

beginning as soon as 

possible after onset; 
continue hourly until 
nausea, vomiting, or 

diarrhea (usually 10-14 

dose.); discontinue 

colchicine and begin 
peregoric, 5 cc.(1 dram) 
every three hours until 
gastro-intestinal symptoms 
are relieved 

A second course of colchicine 

may be necessary, if so wait 

48 hours 


ACTH—(Adrenocorticotropic 
hormone) 40-48 mgm, i.m., 
followed by colchicine, 0.5 mgm, 
q three hours for three days 


Effusion may occur 
in knee 
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Albuminuria 
Cylinduria 


Renal Insufficiency 


Figure 1..Posterior-anterior and right anterior oblique 
views of the chest, showing a neurosarcoma located in 
the posterior portion of the right superior mediastinum. 


Mediastinal Cumors 


Tue mediastinum is the space that lies between the 
mesial reflections of the visceral pleuras. It is bounded 
anteriorly by the sternum, posteriorly by the thoracic 
vertebrae, inferiorly by the diaphragm and contains 
all the thoracic structures except the lungs. The medi- 
astinum is divided conventionally into four com- 
partments which are recognizable roentgenographically. 
The superior mediastinum is the portion between the 
manubrium sterni in front and the upper four thoracic 
vertebrae behind. The anterior mediastinum lies be- 
tween the sternum and the pericardium, while the pos- 
terior mediastinum is bounded by the pericardium and 
vertebral column. Between these latter two divisions 
is the middle mediastinum. The lateral view of the 
chest demonstrates the four compartments best. The 
middle mediastinum containing the heart shows as a 
well-defined opacity. The anterior mediastinum shows 
as a triangular clear space with the apex downward 
where the heart approaches the sternum. The pos- 
terior mediastinum is also seen as a radiolucent zone. 
Although the anterior part of the superior mediastinum 
is clearly shown in the lateral chest film, the posterior 
portion is best demonstrated in lateral views of the 
neck. 

Discrete and well-circumscribed lesions of the 
mediastinum have been classified as mediastinal tumors 
by usage with the understanding that they are not 
necessarily neoplastic. In this discussion, inflamma- 
tory and vascular lesions causing tumefactions, and 
mediastinal lymphadenopathy have been excluded. A 
wide variety of primary tumors of the mediastinum 
exist because of the many types of tissue present, as 
well as the complicated embryologic development of 
the enclosed organs. 

The nature of a mediastinal mass is best disclosed 
by its location within the mediastinum. In the anterior 
mediastinum are found dermoid cysts and teratomas 
(now commonly referred to by the inclusive term, tera- 
toid tumors); tumors of thyroid, parathyroid, and 
thymic origin; and pericardial cysts. The neurogenic 


a? 


Figure 2. Posterior-anterior and lateral views of the chest, 
showing a mediastinal cyst located in the superior medi- 
astinum and extending into the posterior mediastinum. 


tumors arise almost exclusively in the posterior medi- 
astinum originating from the spinal, intercostal, and 
sympathetic nerves as well as the sympathetic gang- 
lions. Mediastinal cysts of enteric origin are most often 
seen in the posterior mediastinum. Bronchiogenic cysts 
may be found anywhere within the mediastinum but 
are most commonly located in the superior mediasti- 
num near the tracheal bifurcation. Thyroid and para- 
thyroid tumors are also seen in the superior medi- 
astinum. Other mediastinal tumors not constant in lo- 
cation include lipomas, xanthomas, fibromas, and 
myxomas. 

The clinical findings are not of diagnostic value in 
distinguishing the types of mediastinal tumors, and 
when present are usually due to pressure on adjacent 
structures. Most mediastinal tumors are asymptomatic, 
being discovered on routine roentgenologic examina- 
tion. Careful fluoroscopic examination will show the 
dynamics of the tumor, its attachments, its position 
during the phases of respiration, and will determine 
in which views it is best demonstrated. By having the 
patient swallow and noting if the mass moves with 
the trachea, one can establish tracheal attachment 
such as occurs with an intrathoracic thyroid or a bron- 
chiogenic cyst. An esophagogram may disclose an ex- 
trinsic pressure defect due to the tumor. An overex- 
posed x-ray may reveal calcification, bone or teeth 
formation such as is occasionally seen in the teratoid 
tumors. Spine films may show bone erosion or de- 
struction due to a neurogenic tumor. At times it may 
be difficult to establish unqualifiedly whether the 
tumor lies within the mediastinum or in the lung. 
The precise localization may be substantiated by the 
induction of a pneumothorax, by a bronchogram show- 
ing bronchial compression, and by demonstrating a 
pleural reflection at the edge of the tumor. 

Since mediastinal tumors may be malignant or may 
undergo malignant transformation, become infected, 
or cause pressure on vital structures, surgical extirpa- 
tion is the treatment of choice. 
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BY STEWART WOLF, M.D. 
New York, New York 


The modern family physician needs to know at least as much about emotions as he does about 


drugs or microbes. He must be as interested in his patient's “life” as in keeping him alive. 
The fundamentals of psychiatric method must be applied by every medical man today if 
he is to give his patients full satisfaction for their confidence in him. 


A NATURALLY humanitarian attitude and an interest 
in people have always been considered to be impor- 
tant attributes of the good doctor. Only in the last 
few years, however, has it become recognized as de- 
sirable for the doctor to have a penetrating knowl- 
edge of psychology and a lively interest in what 
makes people behave as they do. 

Fifty years ago a doctor could do an effective job 
with a lot less than this, but that was the day when 
the hospital wards were filled with cases of typhoid 
fever. People were dying in large numbers of pneu- 
monia and diphtheria. Today in the wards of the 
hospitals such diseases as high blood pressure, pep- 
tic ulcer, and diabetes predominate. These are dis- 
eases of the wear and tear of living. We have no 
drugs or formulas to cure or prevent these diseases. 
Antibiotics and hygienic living have diminished the 
prevalence of infectious diseases, but they have not 
simplified the doctor’s job. They have just altered 
the requirements for a good effective doctor. The 
modern doctor should be able to detect evidence of 
strain in patients who appear to be perfectly ad- 
justed and who themselves may be totally unaware 
of serious emotional problems. Moreover, the good 
doctor should be able to treat most of these patients. 


The importance of the psychiatric approach in 
understanding a medical problem and treating it 
properly is graphically illustrated by the case of a 
young woman of 33 whose intense pain in the flank 
had been attributed to a floating kidney. Several 
specialists had seen her and nothing they did 
seemed to help. She was a cheerful, friendly, and 
attractive girl who certainly seemed well balanced. 
That, however, did not prevent her from having 
serious inner conflicts which were ultimately found 
to be responsible for this pain. In the early inter- 
views with her, although she praised her husband 
to the skies, the physician got the impression that 
the husband was a little too perfect. Finally, it be- 
came evident that her pains came on most intensely 
on the mornings after intercourse with him. Later, 
working with both her and her husband, using 
methods outlined below, it was possible for the 
family physician to resolve some of their funda- 
mental problems. Her pains disappeared completely 
and she was well again. Her difficulty was not an 
uncommon one. Every day such patients pose seri- 
ous problems to surgeons and physicians who all 
too commonly attempt to solve them by laparotomy. 

How much psychiatry does the modern doctor 
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need? That's easy. He needs to know at least as 
much about emotions as he does about drugs or 
microbes. How he can get such knowledge is a ques- 
tion that is not so easy to answer, however. A large 
proportion of doctors practicing medicine at the 
present time went to medical schools where little or 
no psychiatry was taught to the students. That was 
doubtless a handicap but it did not rob these men 
of the opportunity of learning psychiatry. In fact, 
some of them have actually become psychiatrists. A 
major portion of every doctor’s fund of knowledge 
is learned years after graduation from medical 
school by virtue of his own curiosity and powers of 
observation. He iearns what he thinks is important 
to him. Comparatively few doctors have been aware 
of how important a keen understanding of the pa- 
tient as a person really is to them. Many doctors 
have gone on learning the things that were empha- 
sized in medical school and the things which the 
agents of the drug companies emphasize to them. 

The climate in the medical schools has changed 
recently. A good deal of psychiatry is being taught, 
but it is not always getting across to the student. 
The student often applies what he learns to psy- 
chiatric patients, not realizing that it applies equally 
well to the general patient and that the assignment 
of patients to specialties is rather arbitrary anyway. 
There are other reasons why psychiatry does not get 
across to the students. Some teachers approach them 
with big words or an attitude of slight superiority. 
Neither of those methods works very well. Other 
teachers are so dedicated to psychiatry themselves 
that they teach it without perspective and with the 
fervor of a religion rather than with the detachment 
of a science. In many schools psychiatric teaching 
is not integrated very well into the general program. 
All these problems will be worked out eventually 
as more experience is gained. 

Right now we might try to answer the question: 
“What kind of person must a doctor be to practice 
as much psychiatry as he needs to; what can he do 
and how does he do it?” 

First of all, he must have an interest in people 
and their problems. He must believe in the essential 
worth of his fellow man. There are a good many 
technical things which he must be able to do which 
add up to the patience of Job and a shrewd knowl- 
edge of human nature. He needs to be able to “give 
out” encouragement and support, even in the face 
of the patient's hostility. It is an experience of 
everyday practice and part of the therapeutic process 
that the patient expresses vicariously toward the 
physician in various direct and indirect ways the 


hostility he feels toward parents, wife, or boss. The 
physician needs patience. He must be willing to be 
anxious, to carry responsibility whiie his patient is 
slowly working through misinterpretations and poor 
decisions to a better adjustment. He must often 
worry along with little progress or settle for a 
limited objective, realizing that rejecting the pa- 
tient or giving him up as a bad job would be de- 
structive. The physician must be willing to listen, 
and to afford the time and energy which that re- 
quires. Finally, the physician needs restraint. He 


must be particularly careful not to express contempt, 


ridicule, or disapproval, directly or indirectly, by 
word or gesture. He must avoid pressing a course of 
action which the patient may not be able to accept, 
however advisable it may seem to the physician. 
Especially, he must carefully avoid unconsciously 
using his patient to work out his own problems and 
conflicts, or dominating him to enhance his own 
feeling of security. 


Practical Applications 


In the management of a patient there are a great 
many things a physician can do without the “union 
card” of a psychiatrist or psychoanalyst. He draws 
upon the sources of information which are available 
to him including first, the direct statements of the 
patient, either spontaneous or in reaction to ques- 
tions; next, the unintentional verbal implications 
which the patient gives. For example, when a 
woman was asked, “Tell me about your husband,” 
she replied, “Well, he’s the finest person in the 
world and I couldn’t have a better husband.” She 
was then asked, “What is there about him which 
impresses you so?” She replied, “Well, he’s so neat 
about the way he puts his socks away in the top 
drawer.” An experienced observer would interpret 
such “damning with faint praise” as an indication 
of buried hostility toward the husband. He would 
have learned that this sign is as definite as a heart 
murmur heard through a stethoscope. Hundreds of 
such unintentional verbal implications come out 
when an individual is describing something. 

Then there are the implications of gesture and 
behavior which are available to the physician, and 
which again very often indicate not only things 
which the individual does not intend others to 
know but things of which the individual himself is 
unaware, his unconscious mental processes. Dreams 
and free associations are similarly useful in gather- 
ing unconscious or partly conscious data. In addi- 
tion, an often neglected source of information about 
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a patient is the knowledge of the cultural and social 
pressures surrounding him. Finally, one of the most 
valuable methods of gathering information is by 
watching the individual’s performance and reactions 
in day-to-day living. 

With regard to treatment, it is important to 
realize that every contact which the physician has 
with the patient has importance as treatment. 

Reassurance and emotional support have been 
shown to be the most powerful and universally ap- 
plicable therapy. This therapy derives from the 
human warmth of the physician and is directed to- 
ward enhancing the strength, faith, and determina- 
tion of the patient, as well as toward releasing inhi- 
bitions and repressions. It implies an understanding 
and tolerant attitude on the part of the physician 
and includes recognition and praise for the assets 
and achievements of the patient. It also involves an 
unswerving interest in and concern for whatever 
problem or question the patient brings to the doctor. 
In short, without becoming too much identified 
with the patient’s problems, the physician attempts 
to play the role of a strong, authoritative (but not 
authoritarian), thoroughly dependable friend of the 
patient. 


Promoting Release of Tension 


Free verbal expression of conflicts and feelings is 
directed toward promoting a release of tension, and 
often results in relief from anxiety and resentment, 
and lessens the need to act out emotional conflicts 
in a socially undesirable manner. Also it has often 
been found that the free expression of their con- 
flicts has not only given patients a sense of relief, 
but has promoted understanding and the gaining 
of perspective. 

Advice regarding attitudes, habits, and activities 
must be undertaken cautiously, but usually the pa- 
tient can be encouraged to discuss the advantages 
and disadvantages of a given situation before mak- 
ing important decisions. Thus, helping him to take 
independent action may lead to the development of 
a greater feeling of security and capacity to deal 
with ensuing problems. However, at times when 
the patient is deadlocked, the weighting of the 
scales by the preference of the physician, expressed 
or implied, is helpful. Such advice, coming from a 
physician, relieves the patient of responsibility and 
guilt, enabling him to make constructive decisions 
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which might otherwise have been delayed indef- 
nitely. 

Explanation of the bodily processes involved in 
the production of symptoms is almost always help- 
ful in dispelling the patient’s fear that the doctor 
believes his symptoms to be imaginary. Often there 
is little or nothing known of the mechanism behind 
the symptoms, but it is important for the patient to 
realize that the doctor considers the symptoms bona 
fide. When the mechanisms are known or can be 
explored, great benefit can come from enabling the 
patient to see and test the relationship between 
events, attitudes, and bodily disturbances. 

The physical examination and diagnostic pro- 
cedures constitute important therapy in themselves, 
not only from the standpoint of ruling out ominous 
diseases, but because they reflect the serious concern 
and thoroughness of the physician. In this connec- 
tion it is important that new symptoms which ap- 
pear in the course of treatment receive equally 
serious and detailed attention. 

Interviews with other members of the family may 
lead to improvement in interpersonal relationships 
and decrease in anxieties and resentments in the 
home. Often it is possible thereby to make concrete 
changes in the life situation; changes which remove 
a significant number of stressful factors. Often im- 
portant light is cast on the patient and his develop- 
ment when the physician talks with other members 
of the family. This information can be used in later 
therapeutic sessions with the patient. 

An analysis of the emotional development during 
infancy, childhood, and adult life may be elicited 
by a biographic review and also by encouraging the 
patient to talk freely about significant life events 
and his reactions to them. A discussion of dreams is 
often helpful in making it possible for the patient 
to release emotional tension and ultimately to feel 
more secure to develop mature attitudes and be- 
havior. 

All this may seem complicated. It is, of course. 
There is a great deal for the doctor of today to learn 
from psychology and the psychiatric approach. 
Nevertheless, psychiatry is as important in general 
medical practice as the stethoscope. The psychiatrist 
himself has a special interest in this field and the 
background of an expert, but the fundamentals of 
psychiatric method must be practiced by every med- 
ical man today if he is to give his patients what 
they deserve. 


; 
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Nocturnal Disorders of Medical Interest 


Attuoucu the nature of sleep still remains a 
mystery, Vaisrub believes that the tendency 
of many medical disorders to have their origin 
during the night may be explained on the 
basis of the physiologic and psychologic 
changes which attend sleep, or upon the psy- 
chologic changes of nocturnal wakefulness 
and semiwakefulness (Ann. Int. Med., 
35:323, 1951). 

Thus postural influences may account for 
the onset of paroxysmal nocturnal dyspnea in 
the patient with heart disease. Recumbency 
causes a gravitational shift of blood toward 
the lungs, a tendency to an increase in cardiac 
output (which may be discordant in the two 
ventricles), and certain mechanical disadvan- 
tages which are a consequence of a rise in the 
position of the diaphragm. 

Neuromuscular influences may account for 
aggravation of the pain of arthritis, due to the 
removal of the splinting action of muscles 
guarding a diseased joint, consequent upon 
their relaxation during sleep. Also, certain 
syndromes involving the upper extremities 
probably belong in the category of neuromus- 
cular factors. These include scalenus anticus 
syndrome and brachialgia paresthetica noc- 
turna. The latter is a form of acroparesthesia 
usually occurring in middle-aged women. It is 
characterized by pain and numbness in the 
ulnar distribution of the hand and forearm. 
The discomfort wakes the patient and soon 
disappears after movement. The mechanism 
in this condition and in the nocturnal accen- 
tuation of the pain of scalenus anticus syn- 
drome is thought to be that of compression of 
the lower part of the brachial plexus as a re- 
sult of relaxation of the muscles of the shoul- 
der girdle. 

Presumably localized nocturnal muscle 
spasms, usually of the muscles of the calf, that 
often afflict elderly and middle-aged people 
are also a consequence of some kind of neu- 
romuscular change, although the exact cause 
of these cramps is not known. 


Disturbances of vasomotor mechanisms may 
account for a variety of nocturnal disorders. 
For example, Vaisrub speculates that sudden 
rises of blood pressure and increases of heart 
action that accompany a vivid dream or rest- 
less sleep may be the precipitating cause of 
hemorrhages—pulmonary, cerebral, or gastro- 
intestinal. Vasodilation may be a major factor 
in the nocturnal intensification of pain and 
paresthesia, especially the sensations of dis- 
comfort in various forms of neuritis and in 
vasomotor disturbances such as erythromelal- 
gia, immersion foot, and causalgia. He men- 
tions that the idea has been advanced that the 
acute attack of gout is precipitated by irregu- 
lar spasmodic action of the vasomotor nerves 
controlling the arteriovenous shunts of the 
periarticular plexuses. 

Others have described biochemical changes 
which are believed to explain the fact that 
acute gout often begins at night. It is stated 
that in gout there is an impairment of the 
normal ability of the organism to respond to 
lack of 11-oxysteroids by an increase in their 
production. This lack is thought to precipi- 
tate the acute attack of gouty arthritis. Fur- 
ther, it is known that 1 l-oxysteroid production 
is decreased during the night. 

Other conditions in which nocturnal aggra- 
vation of symptoms seems clearly to be related 
to alterations in biochemical factors include 
paroxysmal nocturnal hemoglobinuria, in 
which unknown changes in the concentration 
of inorganic ions in the blood are the provoca- 
tive factor, and idiopathic familial periodic 
paralysis, in which recurrent attacks of flaccid 
paralysis of the skeletal muscles come on dur- 
ing sleep, apparently due to sudden lowering 
of serum potassium levels. 

Many nocturnal disorders belong in the 
category of psychologic factors of sleep and 
nocturnal wakefulness. This group comprises 
such diverse symptoms as insomnia, delirium, 
somnambulism, hallucinations, night terrors, 
and possibly some neuralgias. 
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Careful, adequate first aid for facial injuries pays heavy dividends. Care of ihe 


skin is very important. Early adjustment of broken fragments and approximation of 


tissues give far better results than extensive plastic operations, months later. 


Tue injured civilian usually is given excellent first 
aid, with all injuries and fractures well taken care 
of except those of the face. The main reason for 
this is that facial injuries often have been looked 
upon lightly. Now, due to the high speed with 
which we travel, injuries to the face are more dis- 
astrous and more frequently result in deformities 
(Figure 1). We have found that about 10 per cent 
of all accidents involve the face and neck. 

As soon as the patient reaches a place where 
proper facilities are available for his care, he is ex- 
amined and treatment is instituted immediately. A 
delay of even a few hours may change a contami- 
nated wound, capable of being cleansed and united 
by primary suture, to an infected wound difficult to 
handle. If the circumstances of the accident or the 
nature of the wound suggest the possibility of con- 
tamination with organisms of gas gangrene or tet- 
anus, specific prophylactic measures must be 
adopted at once. 

With head injuries, primary consideration is 
naturally given to skull, brain, and nasal damage. 
Damage to these areas is of vital importance, readily 
recognized and repaired. However, even if a de- 
forming nasal fracture is overlooked, so long as the 


tissue is present, the deformity can be corrected at - 


a later date. The injuries which are more likely to 
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Figure 1. Patient badly injured in automobile acci- 
dent; with depressed left frontal skull fracture, fracture 
dislocation of left maxillomalar junction, and depressed 


fracture of left infraorbital ridge and orbital floor. 


5 
. 
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be overlooked are the deforming fractures of the 
maxilla. Delayed surgery here is only partially satis- 
factory; it can improve but rarely can correct the 
maladjustment. 


Inspection. This is important if the patient is 
seen early. If the patient is seen late, the swelling is 
often so great that observation is obscured. Con- 
tinued observation is also important, as it may show 
a sagging eye, diplopia, or an offside bite, even 
though a roentgenologist has not reported a frac- 


Skin Wounds 


If the wound is trivial and clean, an anesthetic is 
not necessary, but if a wound is extensive, some 
form of anesthesia is preferable. This may be either 
general or local. If procaine is used, a circular block 
technique should be employed rather than injection 
through the contaminated area. 

When the anesthesia is effective, the wound is 
cleaned with hydrogen peroxide to get rid of the 
dried blood and part of the dirt. Grease, if present, 
is dissolved with ether. Then the part is shaved 
carefully. The cleansed area is next scrubbed with 


Figure 2. This young girl had her nose crushed and torn loose from her face like an elephant’s trunk. She was given ex- 
cellent first aid, the wound was properly cleansed, and the soft tissues were grossly sutured back into place. The follow- 
ing day her nose was carefully sutured. The nasal bones could not be elevated because such a procedure might tear her 
nose loose from her face (SEE FIGURE 3.) Figure 3. Initial repair resulted in traumatic saddle-nose. Figure 4. The saddle- 
nose was corrected by ilium transplant. This girl was chosen as one of twenty beauties of her university. 


ture. Then the roentgenograms must be studied 
again and possibly additional ones taken from new 
angles. One should never ignore a clinical defect 
because a roentgenogram discloses nothing ab- 
normal. 

Palpation. The infraorbital and supraorbital rims, 
forehead, zygoma, facial bones, hard palate, and 
mandible are carefully palpated for the detection of 
elevations, depressions, and separations. 

Roentgenography. This important adjunct to di- 
agnosis must be used to insure detection of fractures 
of the condyle. It is also useful for fractures of the 
superior maxilla. The clinician must examine and 
interpret these films. Too often, films do not show 
the entire mandible, or they are made from the 
wrong angle for adequate study of the maxilla. 
These conditions must be worked out between the 
practitioner and the x-ray technician. It should be 
noted that the clinician must use his own judg- 
ment about tooth alignment and clinical results, 
rather than trust to x-ray interpretation of align- 
ment of the broken fragments. 


applicators dipped in green soap and sterile water, 
the lather being washed away frequently with ster- 
ile water. Any ground-in dirt must be scrubbed 
away with a brush and the deeply imbedded par- 
ticles removed with an eye spud. If wounds are 
not handled meticulously, many patients will wear 
permanent tattoo marks which may involve such a 
large area that later removal may be impossible. 
After this preliminary cleansing, fresh sterile in- 
struments and gloves are procured. The wound is 
then washed again with soap and water. While the 
margins are held open, the wound is explored for 
depth, puncture wounds, and foreign bodies. In 
potentially infected, macerated wounds the subcu- 
taneous tissue is quite extensively cut away. The 
bruised edges of the skin are cut away in straight 
lines since irregular margins, even when they heal 
by first intention, leave noticeable scars. Nearly 
all of our colleagues handle skin wounds in this 
manner. Thus, if we see a case, even after twenty- 
four to thirty-six hours, which has been so treated, 
we always attempt primary closure (Figure 2). For 
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Figure 5. This accident victim has a fracture of the left 
condyle and a depressed fracture of maxillomalar with 
diplopia. All fractures were immobilized with external fix- 
ation. The occlusion is perfect and muscle balance normal. 


extensive wounds, deep silkworm sutures are used 
to approximate the wound margins; then the edges 
are meticulously closed by many 4-0 dermalon su- 
tures. When the wound is completely closed, the 
silkworm sutures are removed, and the stress is 
sometimes taken off the dermalon sutures by means 
of adhesive tape. Most of the dermalon sutures are 


removed by the fourth and all by the sixth day. 


Nasal Fractures 


Adults are given Nembutal, 0.2 Gm., one hour 
before, and morphine sulphate, 15 mg., and atro- 
phine sulfate, 0.4 mg., hypodermically one-half 


hour before operation. Cocaine, 10 per cent solu- 
tion, mixed with an equal amount of epinephrine 
hydrochloride, 1:1000 solution, is placed by means 
of an applicator over the sphenopalatine ganglion 
foramen, which is just below and behind the pos- 
terior end of the middle turbinate. Two more sim- 
ilarly treated applicators are inserted toward the 
roof of the nasal vault. These applicators are left in 
place fifteen to twenty minutes. Then the depressed 
nasal bones are elevated and replaced with a blunt 
dissector. The nasal vault is packed with gauze over 
catheters to provide airways. This gauze is removed 
in forty-eight to seventy-two hours. The whole nasal 
body can be moved back into place. Many claim 
that it will then stay in place. We have had trouble 
on this score, so we put pressure on the deviated 
side, using a one-inch roller bandage held in place 
with adhesive tape. This has to be changed daily 
so that there is absolutely no chance of pressure 
necrosis. We are opposed to the use of any mechani- 
cal pressure on the nose because of the risk of pres- 
sure necrosis. 

We have treated several cases of fracture of the 
nose in which the nasal vault was crushed, and the 
skin, nasal bones, and mucous membrane were 
penetrated. The patients were blowing blood bub- 
bles with every expiration. Immediate repair was 
done under local anesthesia. The wounds were 
cleansed, the nasal bones elevated and held in place 


Figure 6. Elevation of left depressed frontal fracture and correction of supraorbital ridge left the patient with a drooping 
eye, left diplopia, and pushed-in face. Figure 7. Due to left frontal skull fracture, use of a head splint was impossible. The 
right infraorbital ridge was used as an anchor for an extension rod to keep depressed left infraorbital ridge in place. A 
Caldwell-Luc was done and the orbital floor replaced. Patient made a complete recovery and has balanced eyes with only one 
diopter hyperploria. (Courtesy of J.A.M.A.) 
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Figure 8A. Patient was struck with a baseball which smashed the maxilla and shattered the infraorbital ridge. A Cald- 


well-Luc was done and maxillary fragments replaced. The shattered fragments of the infraorbital ridges were pinned and 


by gauze packs, and the skin closed by dermalon. It 
is amazing how well these healed with very small 
scars (Figures 2, 3, and 4). 

The only nasal injuries that are truly difficult to 
correct are those with distortion of the alae. The 
bony vault can be widened or narrowed. The saddle 
nose can be corrected by bony implant from the 
crest of the ilium. 


Fractures of the Superior Maxilla 


A towel clip can be used to elevate a simple de- 
pressed fracture of the superior maxilla, under either 
local or general anesthesia. If the fragments will 
not stay in place, traction may be kept on the clip 
by use of a plaster headband in which some coat 
hangers are buried. These can be attached to the 
towel clip by means of rubber bands. 

Complicated fractures of the maxilla need en- 
tirely different treatment. They are compound frac- 
tures, or they involve the alveolar processes of the 
orbit, or both. Often there are additional fractures, 
either of the skull or of other bones. A patient with 
a complicated fracture of the maxilla should be con- 
sidered to have a skull fracture until it is proved 
otherwise. Transverse fractures of the maxilla are 
easiest to handle. We used to wire these. Then we 
had an edentulous patient whose alveolar process 
was broken into several pieces and whose hard 
palate was shattered. The palate was molded back 


then kept in place by an extension rod from the other infraorbital ridge. B. Perfect result. 


into shape and supported by a palate plate or maxil- 
lary splint from a Straith splint. 

A badly splintered hard palate and alveolar proc- 
ess will heal, if only brought into alignment and 
immobilized. By using a Straith mouthpiece and 
some dental compound, it is astounding how a den- 
tist can mold a macerated hard palate and alveolar 
process into a perfectly functioning maxilla. The 
patient requires the daily attention of the dentist, 
not only to maintain cleanliness but also to adjust 
any errors in initial correction. These changes can 
be accomplished much more easily with dental com- 
pound than with dental wiring. Some of the loose 
fragments may need to be sewed together with cot- 
ton threads. These maxillary splints are supported 
by elastic bands, which do not need to be strong or 
tight. It is very easy to bring the palate up too high; 
hence the need for daily removal of the mouthpiece 
for cleaning and inspection. The elastic bands are 
attached to a headband buried in plaster. We use 
Straith’s headbands because they are easier for us 
to apply, but coat hangers buried in a plaster head- 
bands are quite satisfactory. 

Maxillomalar fractures are even more serious. 
These not only need to be replaced, but also need 
to be supported. Patients may not mind a flat face 
or a depressed infraorbital ridge, but diplopia is a 
continual annoyance (Figures 5 and 6). 

We have concluded that to obtain a perfect re- 
sult in each complicated fracture of the maxilla, it 
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is necessary to do a radical maxillary sinusotomy 
(Caldwell-Luc operation). This can be done best 
with the patient under a combination of thiopental 
(Pentothal) sodium and local anesthesia. The or- 
bital floor can be inspected and repaired, the an- 
terior wall can be replaced, and, if necessary, the 
hard palate can also be replaced. It is not enough 
in most cases to return to place the infraorbital ridge 
and the malar bone; frequently, they must be sup- 
ported. The simplest and easiest way to support 
them is with two or more Stader pins in the frag- 
ments. The fragments can be moved later if fur- 
ther correction is indicated. The pins may be kept 
in place by rubber bands attached to plaster head- 
bands or to an extension rod held in place by two 
Stader pins inserted in the opposite infraorbital 
ridge (Figures 7, and 8 A and B). 

The orbital floor is immobilized by dry Nu-gauze 
packed inside the antrum. The gauze is left in place 
for seven days. Its removal is painful, so the patient 
is first given intravenous morphine. With the next 
case we are going to try a Shea-Anthony water- 
pressure balloon for support of the orbital floor. 

Zygomatic ridge fractures are more easily reduced 
through the oral than the temporal route. A large in- 
cision is made starting above the third molar and 
going posteriorly along the bone. A urethral dilator 
is used as an elevator to elevate the process. A 
finger is then inserted to determine whether or not 
the elevation is sufficient. In badly shattered zygo- 


Figure 9. Placement of pins in the infraorbital ridge and 
zygomatic bone in such a way that the fragments may be 
brought into place and kept there by extension. (Courtesy 
of J.A.M.A.) 
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matic arch fractures, it may be necessary to pack 
rubber under the arch to sustain it. This rubber 
pack is sutured in place and is removed in five days. 
In the last zygomatic fracture we treated, a Stader 
pin was placed in each fragment, and the frag- 
ments were elevated and held in place by a connect- 
ing bar between the two pins (Figures 5 and 9). 


Fractures of the Mandible 


These fractures are becoming more and more 
common, especially in automobile accidents. Frac- 
tures of the mandible should be stabilized before 
other fractures are corrected. A patient may be in 
a state of mental and physical prostration. As soon 
as the mandible is stabilized, so that he can eat and 
talk without much pain, his mental and physical 
condition will improve at once. For the last eight 
years we have treated all fractures of the mandible 
with external fixation. We use the Roger Ander- 
son equipment because of its light weight and sim- 
plicity. It is safe, comfortable, and economical. 

Gillies has listed the following advantages of ex- 
ternal skeletal fixation: (1) It is available for types 
of fractures that cannot be treated with other 
methods. (2) It may be applied immediately to any 
fracture. There is perfect control of all fragments 
and anatomic reposition. (3) It permits immediate 
movement of the temporomandibular joint. (4) It 
provides for cleanliness of the whole buccal cavity. 

If good results are to be universally obtained, the 
apparatus must be properly applied. Waldron has 
told how to place the pins: “The pins are inserted 
through the skin without incisions and through 
the mandible about 5 mm. above the lower border. 
The pins are placed at an angle of approximately 
70 degrees and a hand drill is recommended for 
insertion. The pin clamps are then applied and 
connected by a rod, and thus a strong and secure 
fixation of the fragment is assured. A placement is 
then reduced manually and the fracture immobi- 
lized by joining the two units together by means of 
two universal fixation rod clamps and a fixation bar. 
This appliance can be loosened and adjustments 
made in the event complete reduction and proper 
alignment have not been secured at the time that 
it was first employed.” 

We are enthusiastic about this skeletal fixation. 
All our pins have been well placed, and healing 
and occlusion have been excellent. Before the 
surgeon’s first attempt at pinning condylar frag- 
ments, he must go to the anatomic laboratory. He 
should place pins in the attached condyle and then 
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Figure 10. This x-ray picture shows five fractures in one mandible. 


make a window and observe where the pins are 
placed. Through a skin flap, the condyle on the 
opposite side should be severed from the mandible 
with a Gigli saw at the point of fracture in the 
patient to be treated. After the skin has been re- 
placed, the pins should be set in this fragment. 

It is possible for the condyle to be broken so 
short that pins cannot be inserted. In such a rare 
instance an open operation would be mandatory. In 


one recent case it was necessary to incise to the 
condyle and then hold it with two hemostats so 
that pins could be inserted. 

We have successfully treated well over a hundred 
fractures of the mandible with external fixation. 
The patients’ ages varied from 6 to 71 years. Many 
of these could have been treated with intermaxillary 
wiring, and all but two could have been treated 
with interosseous wiring. Of these two fractures 
one accompanied severe infected burns on the neck, 
and the other accompanied an infected wound in 
the neck. 

The 6-year-old patient was given ether intratra- 
cheally. All others were operated on under either 
local or combined local and thiopental sodium 
anesthesia. When a jaw is to be repaired with the 
patient under thiopental anesthesia, a tracheal tube 
is always inserted. 

For those physicians who are not familiar with 
the problems of occlusion, it is well to have a 
dentist assist at the operation, so that he can con- 
tribute his judgment on these problems. It is also 
well to have the dentist see the patient afterward 
several times. If it is decided, even as late as ten 
days after immobilization, that the bite is not per- 
fect, it can be changed by a simple adjustment. 
Above all, good x-ray pictures are indispensable 
(Figure 10). It is not important that there are five 
fractures visible in this reproduction, but it is im- 
portant that the x-ray technician should know how 
to picture the entire mandible. Then later, special 
views may be taken. The treatment of fractures of 
the mandible by external fixation does not assure 
success. The method is correct, but the manner of 


handling requires both skill and judgment. 


ACTH AND PEPTIC ULCER 


Since the giving of ACTH has occasionally caused a peptic ulcer to flare up and even perforate 
fatally, physicians will have to be careful in giving the drug to persons with a lesion in the 


stomach or duodenum. 
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BY HARRY F. DOWLING, 


D. 
Department of Medicine, University of Illinois College of Medicine, Chicago 


Progress in the knowledge of the etiology, epidemiology, and treatment of the pneumonias 
has resulted in a pronounced reduction in the morbidity for these diseases, and especially 


in the death rate. These results are obtained, however, only when physicians are on the alert 
to diagnose early and treat properly. The maintenance of a low death rate and the 


Pneumonia, which Osler once called the “Captain 
of the Men of Death,” is still today a major cause 
of death and disability. In the year 1948 (the last 
year for which such figures have been published), 
over 50,000 deaths from pneumonia were reported 
in the United States. If we assume that the case- 
fatality rate for pneumonia is 5 per cent, one million 
persons were ill with this disease in this country 
during that year. Now that pneumococcic pneumo- 
nia, the most typical variety, is easily controlled, the 
unusual forms assume greater importance, and the 
physician must be continually on the alert to detect 
them. First of all, it is imperative to decide whether 
a given patient has a pneumonia of some kind or 
some other infectious or noninfectious disease. 
Table 1 shows the final diagnosis in 200 patients 
who were erroneously diagnosed as having pneu- 
monia on admission to a general hospital. It is ob- 
vious from this table that a wide variety of condi- 
tions can be mistaken for pneumonia. 

If pneumonia is suspected, a diagnosis, or at least 
a presumptive diagnosis, by clinical means is often 
possible. In Table 2 are listed most of the varieties 


achievement of further success depend almost entirely upon the general practitioner. 


of pneumonia which the physician will encounter, 
together with the diagnostic features. The most 
common pneumonias which are primary and lobar 
in distribution are those caused by the pneumococ- 
cus and Klebsiella pneumoniae (the Friedlander ba- 
cillus). Both of these are frequently accompanied 
by pleural pain and sometimes pleural effusion and 
empyema. In both, the sputum is often blood- 
tinged. The most frequent variety which is primary 
and not lobar in distribution is primary atypical 
pneumonia (viral pneumonia). Pleurisy is seldom 
present in this type of pneumonia, and leukocytosis, 
if it occurs at all, appears late in the disease and is 
rarely higher than 15,000 white blood cells per 


cubic millimeter. 


Bacterial Pneumonias 


PNeuMococcic PNEUMONIA. This is the most 
common bacterial variety, accounting for 95 to 98 
per cent of primary bacterial pneumonias. While the 
typical picture is familiar to every physician, it is 
not always realized that pneumococci may cause a 
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Table 1. Final diagnosis on 200 patients in whom pneu- 
monia was erroneously diagnosed when they were first 
seen. 


number 
of 
patients 
Pulmonary infarction 36 
Acute bronchitis 29 
Pulmonary tuberculosis 21 
Congestive heart failure 18 
Lung abscess 15 
Pleurisy (dry or with effusion) 15 


final diagnosis 


Postoperative or postdelivery atelectasis 
Acute miliary tuberculosis . 

Bronchial asthma 

Bronchiectasis . 

Myocardial infarction 

Acute pericarditis 


Renal calculus, typhoid fever, fever of undetermined etiology 
2 each 


thorax, acute cholecystitis 1 each 


patchy as well as a lobar pneumonia. In the former 
instance, the sputum is often not rusty or blood- 
tinged, and the patient may not be very toxic. It 
should also be emphasized that the characteristic 
signs of consolidation seldom appear during the 
first 24 hours of the disease. The earliest signs of 
consolidation may be merely diminished breath 
sounds in a small area, or dullness alone, or a few 
fine rales in a circumscribed area. 

Sputum typing for pneumococci is no longer 
carried out except in a few institutions and mainly 
for research purposes. It is desirable to collect a 
specimen of the sputum in all cases, however. A 
direct smear can be made and examined after stain- 
ing by Gram’s method. The sputum can be placed 
in a refrigerator and typed or cultured later if the 
course of the disease does not follow expectations. 

Complications. Although complications are by no 
means as frequent as they were before antibiotic 
therapy, they still occur and the clinician must be 


Table 2. Varieties of pneumonia—diagnosis and treatment. 


Bloody or 
Usually blood-tinged 


primary sputum lobar 


Usually Pleurisy 


Leukocyfosis Special 
usually laboratory 
frequent present procedures 


Klebsiella pneumoniae . . . 
Hemophilus influenzae . 
Coliform organisms 

P. tularensis 


88832234334 % 


Viral and Rickettsial 
Primary atypical 


Other viral infections. . . 


Speciai Varieties 
Loeffler’s 
pneumonia 
Lipoid pneumonia 


“Rheumatic” no no no 


yes Sputum typing 
yes Sputum culture 
yes Sputum culture 
yes Sputum culture 
yes Sputum culture 
variable Sputum culture 
Sputum culture 

Sputum exam. 

Sputum culture 

Sputum culture 


Cold 
agglutinins 
Complement- 
fixation test 
Complement- 
fixation test 


Blood 
eosinophil 
no count 
no Fat globules 
in sputum 
yes yes ECG 


None 
None 


None 


Note: A = aureomycin, P = penicillin, T = terramycin, C = chloramphenicol, St. = streptomycin, Su. —= sulfonamides 


GP ®@ Volume V, Number 2 


4 = 
14 
12 
ee ee 10 
5 
3 
oe eee 3 . 
| 
| = | Antibiotic 
Diagnosis Treatment 
Designation 
Bacterial—caused by 
Pneumococus ..... . yes yes yes A, P, T 
Streptococcus. . . . . yes yes yes P A,T 
Staphylococus . . . no no no A, P, T 
yes yes yes | A, C, T St. and Su. * 
no no no A, C, T : : 
no no no | A 
yes no yes | St. 
M.tuberculosis yes yes yes St. 
Other bacteria no no no 
“Mixed” infections. . . . . no no no A,T 
pneumonia. ..... . yes no no no no A, 
yes no no no no 
A P 
yes no no no no 
A, c, T 
ee no no no no no None i 
| 


on the alert for them. Delayed resolution was pres- 
ent in nearly 4 per cent of our 750 patients treated 
with antibiotics. By delayed resolution is meant 
that all physical signs and roentgenologic evidence 
of consolidation has not disappeared within three 
weeks of the beginning of adequate treatment. 
There are often no symptoms or signs although in 
some cases cough and low-grade fever persist. The 
entire process may clear up within a few more days 
or may continue for several weeks and occasionally 
for months. Usually atelectasis is present if the 
process lasts for any length of time. 

No treatment is needed except watchful waiting 
if it is certain that empyema or a lung abscess is not 
present. Sometimes persistent consolidation is due 
to the presence of a second infection such as tuber- 
culosis or a Klebsiella infection. 

Pleural effusion, which was formerly a frequent 
complication, occurs in only | per cent of patients 
treated with antibiotics. If the fluid is not infected, 
no treatment is needed unless the amount is so 
large as to embarrass respiration. In such cases the 
fluid must be aspirated. More than one aspiration is 
seldom required. 

Empyema was also a more frequent complication 
before the antibiotic era. It is now found in less 
than | per cent of patients and rarely occurs in a 
patient who has been started on adequate therapy 
before the fourth day of the disease. Many patients 
with empyema can be treated by aspiration of the 
fluid and the instillation of 100,000 units of crystal- 
line penicillin into the empyema cavity on alternate 
days. Occasionally a patient who has received in- 
adequate treatment for several weeks will require 
surgery. 

Lung abscess, meningitis, endocarditis, pericardi- 
tis, and arthritis each occur in less than one-half of 
1 per cent of cases. The physician should be on the 
alert for them, however, because they usually indi- 
cate a serious prognosis, requiring increased quanti- 
ties of antibiotics systemically and also usually local 
instillation of antibiotics. 

Otitis media was present in 0.3 per cent of our 
patients treated with antibiotics. The incidence 
would probably be higher than this in a series of 
cases composed mostly of children. This condition 
subsides with adequate doses of penicillin, aureo- 
mycin, or terramycin systemically. Therapy must be 
continued for ten days to two weeks, however, and 
evidences of mastoiditis and meningitis should be 
carefully watched for. 

Prognosis. The prognosis of pneumococcic pneu- 
monia has changed so radically with the advent of 
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the antibiotics that it is worthwhile to set down in 
detail what can be expected from antibiotic therapy. 
Chart 1 shows the comparative case-fatality rates 
in more than 4,000 patients with pneumococcic 
pneumonia treated by various methods. It is appar- 
ent that sulfonamides reduced the fatality rate about 
50 per cent below that observed in patients who re- 
ceived no specific treatment, and that the antibiotics 
(penicillin, aureomycin, or terramycin) cut the 


Chart 1. Comparative case-fatality rates. 


fatality rate in half again. In the antibiotic-treated 
group, 3 per cent or less of the patients in the sec- 
ond, third, fourth, and fifth decades died. The 
fatality rate for patients aged 50 to 59 years was 8 
per cent, however, and 15 per cent or more for pa- 
tients 60 years of age and over. 

The time when therapy is started is important in 
prognosis, as shown in Chart 2. Among the pa- 
tients who were under 50 years of age who received 
antibiotics, 2 per cent died if treatment was initiated 
after the fourth day of the disease, while only 0.5 
per cent died when therapy was begun before that 
time. The difference was also pronounced in pa- 
tients who were 50 years of age and over. Only 4 
per cent of the patients died whose antibiotic thera- 
py was started during the first four days of the 
disease, whereas 10 per cent of the patients died 
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TREATMENT 


DAY OF DISEASE WHEN TAEATMENT WAS STARTED (1st 4 DAYS) 


Sth DAY OR LATER 


Chart 2. Period of therapy. 


Chart 3. Blood culture rates. 


who did not receive antibiotics until the fifth day 
of the disease or later. 

It has always been known that the prognosis is 
worse when pneumococci can be cultured from the 
blood. That this holds true also for patients treated 
with antibiotics is shown in Chart 3. Among pa- 
tients under 50 years of age, 12 per cent died when 
the blood culture was positive as compared with 2 
per cent of those whose blood cultures were nega- 
tive. In patients over the age of 49 years, the corre- 
sponding figures were 17 per cent and 10 per cent. 

Both Charts 2 and 3 serve to re-emphasize the 
fact that the antibiotics are superior to sulfonamides 
in all groups of patients. From these data the con- 
clusion is obvious that the physician should be 
especially alert for the occurrence of pneumonia in 
old people and that he should diagnose and treat 
all patients as promptly as possible. If the facilities 
are available, blood should be obtained for culture 
before treatment is started, and patients with posi- 
tive blood cultures should be given more than the 
minimum amounts of antibiotics. 

Other patients who respond poorly, even with 
antibiotic treatment, are alcoholics and patients with 
congestive heart failure or auricular fibrillation, 
diabetic coma, uremia, or cirrhosis of the liver. 

Treatment. Penicillin: Pneumococcic infections 
respond so well to penicillin that any one of several 
treatment regimens is satisfactory. Crystalline peni- 
cillin-G may be given in doses of 25,000 units every 
three hours or 300,000 units twice a day. Procaine 
penicillin may be given in doses of 300,000 units at 
24-hour intervals. Oral penicillin in doses of 500,000 
units every eight hours is a most satisfactory method 
when the patient is not in a hospital. Oral penicillin 
should be given at least one hour before a meal and 
at least two hours after a meal. In the case of pa- 
tients over the age of 50, those with heart disease 
or other serious complications, patients whose treat- 
ment is initiated late in the disease, or patients who 
fail to improve on small doses, larger doses are ad- 
visable. In such cases, procaine penicillin may be 
given in doses of 600,000 units twice a day or 
crystalline penicillin in doses of 100,000 units or 
more at three-hour intervals. Oral penicillin is not 
advised in these instances. 

Aureomycin or terramycin: The dosage is the 
same for these two agents. Adults are given an 
initial dose of 1 Gm. followed by 0.5 Gm. every six 
hours. Children are given 25 mg. per kg. at first 
and 50 mg. per kg. per day thereafter, divided into 
four six-hour doses. Nausea and vomiting may be 
diminished by the concomitant administration of 
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milk, food, or alkalies (but not aluminum hydroxide 
gel, since this substance adsorbs the antibiotic and 
prevents intestinal absorption). Sulfonamides have 
no place in the treatment of pneumococcic pneu- 
monia. 

STREPTOCOccIC PNEUMONIA. Beta hemolytic 
streptococci cause less than 2 per cent of pneu- 
monias. These occur more often in children and 
young adults. They may be primary, secondary to 
some other streptococcic disease, such as scarlet 
fever, or occasionally secondary to pneumococcic 
pneumonia. They are usually abrupt in onset, ac- 
companied by cyanosis, dyspnea, bloody sputum, 
and pleurisy with effusion. They are usually lobar 
in distribution because of the confluence of a num- 
ber of small patches of pneumonia. Formerly the 
prognosis was questionable, but with antibiotic 
therapy the results are as good as in pneumococcic 
pneumonia. The treatment is the same as in that 
disease. 

The most important complication is a fulminating 
empyema which characteristically develops during 
the course of the acute pneumonia and in which 
the fluid remains thin instead of becoming thick as 
in the pneumococcic variety. Thoracentesis should 
be performed whenever the presence of pleural fluid 
is suspected, since empyemas of this type will re- 
spond well to aspiration and the instillation of peni- 
cillin. 

STAPHYLOCOCCIC PNEUMONIA. Staphylococci 
cause a very small percentage of pneumonias in 
older children and adults but are reported to cause 
up to 8 per cent of those which occur in younger 
children. Infants are especially vulnerable. This 
type of pneumonia is often primary in children 
under two years of age, whereas in older persons it 
is usually secondary to staphylococcic infection else- 
where in the body or to an infection with the in- 
fluenza virus. 

The prognosis, which was formerly poor, is much 
better since antibiotics have been available, al- 
though it is still not so good as in the pneumococcic 
variety. Penicillin is life-saving in many cases. 
When used it should be given in the doses recom- 
mended for the most severe pneumococcic infec- 
tions. 

The staphylococcus should be cultured from the 
sputum, and if the patient does not improve on 
penicillin therapy, the sensitivity of the organism 
to aureomycin and terramycin should be deter- 
mined. An increasing number of penicillin-resistant 
staphylococci are being encountered in all of the 
serious staphylococcic infections. For this reason 
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aureomycin or terramycin is often beneficial when 
penicillin is not. The dose is the same as that 
recommended for pneumococcic pneumonia. 

KLEBSIELLA PNEUMONIA. Although Klebsiella 
pneumonias amount to less than | per cent of bac- 
terial pneumonias, they are important because they 
are so easily confused with pneumococcic pneu- 
monia. Both are often primary, both have a sudden 
onset, frequently accompanied by a chill. Common 
symptoms of both are bloody sputum and pleural 
pain. Consolidation is usually lobar in both. A 
definite diagnosis can be made only by examination 
of the sputum. Differentiation between the two 
conditions is important, however, since pneumo- 
coccic pneumonia responds to penicillin and Kleb- 
siella pneumonia does not. 

Treatment. When there is any suspicion of a 
Klebsiella infection, aureomycin, terramycin, or 
chloramphenicol should be given and the sputum 
typed and, if necessary, cultured for Klebsiellae. 
Doses of aureomycin or terramycin are the same as 
in pneumococcic pneumonia, although, if the pa- 
tient is very ill, it is best to use twice the usual oral 
doses for the first few days or to give 7 mg. per kg. 
of body weight intravenously at 12-hour intervals. 
Chloramphenicol can be given in doses of 3 Gm. 
initially and 1 Gm. every six hours. A combination 
of streptomycin and sulfonamides is often effective 
also, but is not recommended because of the toxic 
effects which often result from the use of strepto- 
mycin. It is our belief that streptomycin should be 
used only in those conditions where other therapeu- 
tic agents are less effective. 

Empyema, lung abscess, and chronic pulmonary 
infections are frequent sequels to Klebsiella pneu- 
monia. Although such patients often need surgical 
treatment eventually, they are much better prepared 
for surgery and stand a much better chance of 
eventual recovery when early and vigorous treat- 
ment with the proper antibiotics has been employed. 

TuBERCULOUS PNEUMONIA. Since the character- 
istics of tuberculous pneumonia are familiar to every 
physician, failure to make a diagnosis is usually the 
result of failure to consider it. Stained smears of the 
sputum should be examined in any suspicious case 
and, if these do not verify the suspicions, guinea 
pig inoculation and culture should be done. Gastric 
washings should also be examined. Treatment is 
with streptomycin | to 2 Gm. a day, plus 2 Gm. of 
para-aminosalicylic acid at four-hour intervals. 

OTHER BACTERIAL PNEUMONIAS. Bacteria of the 
coliform group are sometimes the cause of pneu- 
monia when the Gram-positive cocci in the respira- 
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tory tract have been suppressed by the employment 
of penicillin. They are particularly intractable be- 
cause they usually occur in debilitated persons and 
those who are suffering from some other condition. 
They should be treated with aureomycin, terramy- 
cin, or chloramphenicol. 

Hemophilus Influenzae pneumonia is occasionally 
a primary disease or may be secondary to influenza. 
In view of the susceptibility of the organism to 
antibiotics, the prognosis is good in most cases, ex- 
cept in infants or debilitated persons. Treatment is 
with aureomycin, chloramphenicol, terramycin, or 
streptomycin plus sulfonamides. 

Pneumonia may occur as a part of tularemia, 
plague, meningococcic infections, typhoid fever, or 
other generalized infections. The treatment is that 
of the primary disease. 

Mrxep INFEcTIONS. Conditions which lower the 
resistance of the patient (following operations or 
cerebral vascular accidents; when congestive heart 
failure, uremia, or alcoholism are present; or when 
the patient is weakened or debilitated) predispose 
to the development of pneumonias which are 
caused by a mixture of the bacteria which common- 
ly inhabit the bronchial tree. These are patchy 
pneumonias characterized by a less abrupt onset 
than the bacterial pneumonias, usually without 
chills and bloody sputum. Pleurisy and leukocytosis 
are infrequent. The wide-spectrum antibiotics, 
aureomycin or terramycin, or a combination of 


penicillin and streptomycin should be used in such 
cases. The prognosis, however, usually depends 
upon improved general condition of the patient, 
and when this cannot be achieved, antibiotic thera- 
py is usually not effective. 


Viral and Rickettsial Pneumonias 


PRIMARY ATYPICAL PNEUMONIA. This is the most 
important member of the group. It is impossible to 
tell how it compares in frequency with pneumo- 
coccic pneumonia. In preparatory schools, colleges, 
and in the armed forces, primary atypical pneu- 
monia has been more prevalent than pneumococcic 
pneumonia. In general hospitals, pneumococcic 
pneumonia is observed more frequently. Many cases 
of primary atypical pneumonia are so mild as to be 
overlooked because a physician is not called. This 
disease is not a frequent cause of death, since the 
case-fatality rate is in the neighborhood of 1 per 
cent. As a cause of disability, however, it ranks 
high. The course may be prolonged over several 
weeks, and the asthenia which it often leaves in its 


wake may last for several weeks more. The diag- 
nosis can often be made on clinical grounds when 
most of the following features are present: head- 
ache and general muscular aching; a persistent, 
hacking cough which is nonproductive or produc- 
tive of only a small amount of mucoid sputum; par- 
tial consolidation, usually bilateral; a pulse rate 
which is often slower than would be expected from 
the height of the fever; and a leukocyte count which 
is below 10,000 per cu.mm., at least until late in 
the disease. A rise in cold agglutinins during the 
course of the disease points with almost complete 
certainty to primary atypical pneumonia. In mild 
cases, however, a rise in cold agglutinin titer does 
not usually occur. 

Complications are not so frequent as in pneu- 
mococcic pneumonia. Meningo-encephalitis has 
been observed occasionally, and bronchiectasis may 
follow in some cases. 

Aureomycin, chloramphenicol, and terramycin, in 
the doses recommended for the bacterial pneu- 
monias, appear to shorten the course of the disease. 
The response is nowhere near so dramatic as in 
pneumococcic pneumonia. The temperature falls 
gradually over the course of two to five days, and 
the cough and other symptoms gradually lessen dur- 
ing this period of time. 

Psirracosis. This is a much rarer disease, but it 
should be kept in mind whenever a patient has what 
appears to be a severe primary atypical pneumonia. 
The onset is more likely to be abrupt than in the 
latter condition, and chills and blood-tinged sputum 
are more frequent. A history of contact with sick 
birds should be sought for, and in suspicious cases 
a complement-fixation test should be done to clinch 
the diagnosis. If experienced personnel is available 
the virus may be recovered from the sputum. 

Treatment. Although penicillin appears to have 
benefited some patients, aureomycin seems to be 
much more effective. It should be given in the 
doses recommended under Klebsiella pneumonia. 

QO Fever. One of the rickettsiae, Coxiella bur- 
netii, causes a disease called Q fever. This is often 
accompanied by a pneumonia which is indistin- 
guishable from primary atypical pneumonia. It fol- 
lows ingestion of milk from infected cattle or di- 
rect contact with such cattle. Headache, retro-orbital 
aching, and general muscular aches are more fre- 
quent and more pronounced than in primary atypi- 
cal pneumonia. Cough occurs in only about half 
the patients, but when present it is similar to that 
observed in primary atypical pneumonia. 

Treatment. Aureomycin or chloramphenicol in 
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the customary doses usually terminates the illness 
within 48 hours. The drugs should be given for a 
week in order to minimize the possibility of re- 
lapse. 

InFLuENzA. Although most of the pneumonias 
which are present in patients with influenza are 
secondary bacterial infections, in occasional cases 
the influenza virus itself may cause pulmonary in- 
filtration. These patients are usually quite sick and 
may die from the infection. Unfortunately no spe- 
cific remedy is available. 

Influenza’s greatest importance is in predisposing 
to bacterial pneumonia. Pneumococci, hemolytic 
streptococci, staphylococci, or influenza bacilli play 
the role of secondary invaders, whichever is present 
in the patient’s bronchial tree or prevalent in the 
community when influenza strikes. The prevention 
of influenza by means of vaccination, therefore, is 
an important measure in the prevention of disability 
and death from pneumonia. 

OTHER VIRAL DISEASES. Pneumonia may occur as 
a part of measles, vaccinia, smallpox, chickenpox, or 
other viral infections. Although some of these pa- 
tients may be severely ill, they seldom die, except in 
the case of smallpox. There is no specific treatment 
for any of these conditions. 


Special Varieties of Pneumonia 


Ot ASPIRATION PNEUMONIA. Infants and young 
children, aged persons, and debilitated persons of 
all ages may develop pneumonia as a result of the 
inhalation of oil droplets. The disease may follow 
the use of oily nose drops or sprays, or the failure of 
the patient properly to swallow oily foods or mineral 
oil. 

The symptoms consist of low-grade fever, dysp- 
nea, and a persistent cough. Any one or all of these 
may be absent, however, and sometimes the x-ray 
evidences of the disease are observed unexpectedly 
during a search for the cause of general debility in 
an elderly person. Areas of consolidation may or 
may not be detectable by physical examination, but 
in the roentgenograms, shadows of varying density 
can be seen throughout the lungs. These areas are 
especially likely to be present near the hilum and 
in the lower and posterior parts of the lungs. 

The leukocyte count is normal unless there is a 
complicating infection. When the diagnosis is sus- 
pected, the sputum should be examined for the 
presence of cells which contain oil globules. 

Treatment consists of stopping the procedure 
which has resulted in the aspiration of oil and treat- 
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ing the secondary infection if present. Since this is 
usually a mixed infection, aureomycin or terramy- 
cin is most likely to give the best results. 

LoEFFLER’s SYNDROME. This is a transitory infil- 
tration of the lung which is accompanied by a high 
blood eosinophil count. It is believed to be a reac- 
tion of the lung tissue to an antigen to which the 
patient is sensitive, and has been observed in per- 
sons suffering from asthma and hay fever, during 
hypersensitivity reactions to drugs (including peni- 
cillin), and in patients with parasitic diseases. 

Treatment consists of removal of the sensitizing 
agent and the usual treatment for the hypersensi- 
tivity state. 

“RHEUMATIC PNEUMONIA.” During the acute 
stage of rheumatic fever, scattered areas of lung 
tissue may be infiltrated with the same types of 
cells as are found in other organs. The pleura is 
frequently affected. In addition to the fever, tachy- 
cardia, and leukocytosis of acute rheumatic fever, 
the patient will have a rapid respiratory rate, cough, 
and pleural pain. There is no evidence that this is 
a true pneumonia caused by an infectious agent, 
and there is therefore no specific therapy. The treat- 
ment should be directed toward the rheumatic fever 
itself. 

PosTOPERATIVE PNEUMONIA. Following opera- 
tions, especially those which take place in the up- 
per abdomen, multiple areas of atelectasis often de- 
velop and become infected. The first evidences that 
a pneumonia is present may be the appearance of 
fever and cough, often with blood-streaked sputum. 
Since basilar rales are frequently heard during the 
first few days after an abdominal operation, the di- 
agnosis of pneumonia must be made by considering 
the general condition of the patient as well as the 
lung signs, unless obvious consolidation is present. 
If satisfactory x-rays can be taken, the diagnosis can 
usually be made. If sputum can be obtained it 
should be examined bacteriologically. Most of the 
cases are due to pneumococci of the higher types 
or are mixed infections. In the former instance the 
treatment is the same as for pneumococcic pneu- 
monia; in the latter, aureomycin and terramycin are 
the drugs of choice. The doses are the same as those 
recommended under pneumococcic pneumonia. 


Symptomatic Treatment of the Pneumonias 


In addition to antibiotic therapy, certain meas- 
ures should be taken to support the patient's gen- 
eral condition and to make him comfortable. When 
pleural pain is severe, a nerve block should be done 


< 
° 
. 


by injecting 2.0 to 6.0 cc. of a 2 per cent procaine 
solution subcutaneously between the area of the 
pain and the vertebral column. Cough may be sup- 
pressed with % to | gr. of codeine. If larger doses 


of narcotics are used, depression of respiration 
should be guarded against. Oxygen should be ad- 
ministered by tent, intranasal catheter, or face mask 
if signs of anoxia develop. 


Cardiospasm 


THE majority of patients with cardiospasm 
can be treated successfully by esophageal 
dilatation using a hydrostatic dilator. ‘This con- 
sists essentially of an elongated bag which is 
connected to a water source used to distend 
the bag. Relief of symptoms is usually ob- 
tained after one or two hydrostatic dilatations, 
and relief is not only immediate but may last 
for years. 

About 20 per cent of patients with cardio- 
spasm do not respond satisfactorily to such 
treatment. They usually have food retention 
and marked enlargement of the esophagus. 
Olsere and co-workers recommend surgical 
intervention for patients who fail to respond 
after two or three trials of dilatation therapy 
(J. Thoracic Surg., 22:164, 1951). Efforts 
should be made to carry out surgical treat- 
ment before the development of marked dila- 
tation, thickening of the esophageal wall, and 
elongation of the esophagus. Results of sur- 
gical treatment are more likely to be unsatis- 
factory when these marked secondary changes 
are present. 

Wangensteen agrees that when cardiospasm 
is not relieved by a few efforts at dilatation 
by the esophagoscopist, surgical treatment 
should be recommended promptly (Ann. 
Surg., 134:301, 1951). For some patients the 
surgical procedure can be restricted to an ex- 
tramucosal myotomy similar to the operation 
used for relief of congenital pyloric stenosis. 
However, when the esophageal dystonia is 
associated with megaesophagus, Wangensteen 
advocates a more extensive operation. This 


operation consists of removal of the redundant 
lower part of the esophagus as well as the 
acid-secreting area of the stomach, in addition 
to an extramucosal pylorotomy which in- 
sures satisfactory emptying of the residual 
gastric pouch. 

Recently two articles have been published 
which strongly call attention to the likelihood 
of development of pulmonary complications 
in patients with cardiospasm. Breakey, Dotter, 
and Steinberg report seventeen cases in which 
there seemed to be a clear relationship be- 
tween cardiospasm and pulmonary complica- 
tions such as pneumonitis, pulmonary fibrosis, 
lung abscess, and other lesions (New England 
J]. Med., 245:441, 1951). It is believed that 
such pulmonary lesions result from aspiration 
of material from the dilated, food-filled esoph- 
agus, especially at night. For this reason the 
pulmonary involvement is likely to be found 
more often in the right upper lobe than in 
other locations. The authors emphasize that 
the risk of development of such pulmonary 
disease is another indication for early diag- 
nosis and definitive therapy of cardiospasm. 

In his review of 124 cases of cardiospasm, 
Lake found twelve instances in which pul- 
monary complications seemed to be clearly 
related to esophageal lesions (Ann. Int. Med., 
35:593, 1951). He too emphasizes that all 
cases of cardiospasm should be considered 
potential candidates for the development of 
pulmonary complications resulting from 
esophageal- overflow, even in the absence of 
pulmonary symptoms. 
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Breast Cumors 


BY SAMUEL LEO, M.D. 
New York, New York 


Detection of breast tumors depends upon careful, orderly examination of the breasts of all 


patients—male and female. When a tumor is discovered, it should be promptly removed 
and a frozen section examined. A report of malignancy is indication for radical mastectomy. 


Late, resectable cancers are treated by radical surgery plus x-ray therapy. Nonresectable 
lesions are treated palliatively with x-rays, androgens, or estrogens. 


Earty detection and early treatment are vitally es- 
sential in our efforts to combat cancer of the breast. 
In this battle, the general practitioner holds a key 
position because he is frequently the first to see the 
patient. Not only must he be on the alert to detect 
cancer, but having found it, he must know what to 
do about it. 

Much too often, the harassed and busy general 
practitioner finds it physically impossible to delve 
into complicated and technical textbooks, nor does 
he have time to keep up with the vast output of cur- 
rent literature on the subject of breast tumors. Con- 
sequently, a definite need has arisen for a simple, 
uncomplicated formula which he can follow, to help 
him evaluate and treat the tumors he sees. 


Examination of the Breast 


Examination of the breast in both male and fe- 
male patients is a must in all routine physical exam- 
inations. The nipples are studied for any abnormal- 
ity, such as discharge, malformation, contraction, re- 
traction, or induration. The mammae are inspected 


for localized thickening, retraction, or bulging. By 
dividing the breast into four quadrants, and pal- 
pating each quadrant with the palm of the hand, 
there is less likelihood of overlooking underlying 
pathology. Transillumination is also helpful for 
detection of deep-seated lesions. 

These studies should be carried out with the pa- 
tient first recumbent and then sitting, with hands 
first on hips and then clasped over the head. In this 
way the examination includes both breasts, both 
axillae, and both supraclavicular areas. When a 
tumor is found in one breast, the other breast should 
be examined with utmost care, to rule out bilateral 
involvement. 

The history of the patient is extremely impor- 
tant: in the nulliparous, in the unmarried, and in 
the mother who has never nursed her child, the in- 


- cidence of cancer is greater than in the parous fe- 


male. One should question the patient for familial 
predisposition, inquiring as to the presence or ab- 
sence of cancer in the family background. 

All tumors of the breast are suspected of being 
malignant until proven otherwise. Under no cir- 
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Figure 1. A, B, and C. Carcinoma of the right breast; inflammatory type. 


cumstances should the physician attempt to remove 
a tumor of the breast in his office. The accepted pro- 
cedure is to hospitalize the patient and obtain rou- 
tine x-ray study of the chest. If the tumor is asso- 
ciated with regional lymphadenopathy, or if there 
is significant pain in the back, pelvis, or extremi- 
ties, a roentgenologic survey of the skeletal system 
is made. In all cases, the tumor is removed under 
general anesthesia for microscopic examination. The 
patient is advised that if the tumor is malignant, 
the breast will have to be removed by radical sur- 
gery while she is still under anesthesia. Therefore, 
prior to performing the biopsy, permission is ob- 
tained for radical surgery in the event that it is 
necessary. Even though the frozen section is nega- 
tive, the patient is informed that the true histology 
of the tumor will not be known until a definitive 
study is made, and that this may require several 
days. This explanation to the patient protects the 
surgeon in cases (fortunately few in number) in 
which the pathologist, on further study, is forced 
to change his initial opinion of benign tumor to 
malignant tumor. 

To recapitulate, a breast tumor is removed in the 
operating room (never in the office), and is imme- 
diately examined by the frozen-section technique. 
If the tumor is then declared to be benign, the oper- 
ation is completed by closing the wound, and the 
patient is returned to bed. If the definitive diagnosis 
is still benign, the patient can be discharged as com- 
pletely cured. A word of caution—never observe, or 
as the term is frequently used, “watch” an isolated 
tumor of the breast by periodic examinations. 


Malignant Tumors 


Malignant tumors of the breast are subdivided 
into early tumors and late tumors. 

An early tumor is one that is less than 1% centi- 
meters in its greatest diameter, that is not fixed to 
the skin or to the deep structures, that is not accom- 
panied by regional lymphadenopathy, and that 
shows no evidence of having spread to the lungs, 
skeletal system, or elsewhere. 

The correct way to treat an early tumor is to 
take a frozen section to confirm the diagnosis, and 
then to perform a radical mastectomy immediately. 
Delay between the biopsy and the radical mastec- 
tomy is fraught with danger and tends to lessen the 
number of five-year controls. X-ray therapy is not 
used, either preoperatively or postoperatively. 

Late cancers of the breast are subdivided into 
resectable tumors and nonresectable tumors. A re- 
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sectable tumor is one that is larger than 1% centi- 
meters in diameter, that may or may not be attached 
to the skin, that may or may not be associated with 
regional lymphadenopathy, and that is not associ- 
ated with positive findings in the lungs, skeletal 
system, opposite breast, opposite axilla, or opposite 
supraclavicular fossa. 

No matter how certain the clinical diagnosis 
seems to be, the surgeon never should attempt to 
perform a radical mastectomy on a patient having a 
resectable tumor, without first taking a frozen sec- 
tion to confirm the clinical diagnosis. If the histo- 
logic report shows carcinoma, a radical mastectomy 
is performed. Some clinics favor preoperative x-ray 
therapy in resectable tumors when the regional 
glands are involved. In any event, x-ray therapy is 
advisable as a postoperative measure when there is 
glandular involvement or the tumor is a late one. 

A nonresectable tumor is one in which the breast 
is fixed and, in some cases, almost displaced by 
malignancy; or in which both breasts, the lungs, 
or the skeletal system are involved; or in which 
there are signs of inflammation associated with the 
tumor (Figure 1A, B, and C). 

This type of lesion is treated with radiation and 
steroids. In an occasional case the breast becomes 
necrotic and ulcerates, and a local mastecto..1y is 
then indicated as a palliative and hygienic measure. 


Palliative Treatment 


Treatment of nonresectable and metastatic lesions 
is purely palliative (Figure 2). In the age group 
below 60, administration of testosterone propionate 
will often relieve pain. This drug is given intra- 
muscularly in doses of 50 milligrams three times a 
week until a total of 3 grams has been given. Occa- 
sionally this treatment will arrest skeletal metastatic 
lesions and sometimes produce recalcification. In a 
very small number of cases, it will arrest or bring 
about recession of soft tissue lesions as well. The 
use of testosterone may, however, have certain side 
effects, such as the development of secondary male 
characteristics. It may also cause water retention, 
which may be of great concern in cardiac patients. 
X-ray therapy is another palliative method which 
is sometimes quite effective in controlling pain 
from skeletal metastasis and in temporarily control- 
ling advanced carcinoma. 

In the age group over 60, administration of 15 
milligrams of an estrogen daily, up to a total dosage 
of 2 grams has been helpful. With this drug 
there may likewise be side effects, such as uterine 
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bleeding, sometimes of such proportion that the 
drug must be discontinued. Here, too, water reten- 
tion may occur, and should be looked for especially 
in the cardiac patient. X-ray therapy may also be 
used. 


Bleeding Nipple 


A great many of the lesions that cause bleeding 
nipples are benign. Fortunately, the bleeding of a 
nipple is sufficiently alarming so that a patient will 
seek early treatment. 


Figure 2. Osteolytic bone metastases from cancer of 
the breast; treatment is by administration of andro- 
gens or estrogens, depending on the patient's age. 


The most common cause of bleeding from the 
nipple is a papilloma in one of the ducts. When 
the papilloma ulcerates, a serosanguineous or san- 
guineous discharge escapes through the duct to the 
surface of the nipple. 

When examining a patient with a bleeding nip- 
ple, the nipple is cleaned thoroughly and an attempt 
is made to localize the area on the nipple through 
which the discharge escapes. Gentle radial stroking 
from periphery to center in all radii will help to 
identify the exact segment of the breast involved. 
This is important in treatment, as will be shown. 
Transillumination and, in some cases, an x-ray film 


° 
‘ 


Figure 3. Paget's disease of right nipple, with obvious deep-seated cancer of breast. In some cases the 
involvement of the nipple may be all that is apparent; radical mastectomy is nevertheless indicated. 


of the breast (soft tissue technique) will often con- 
firm the clinical diagnosis. 

After having identified the diseased portion of 
the breast, the bleeding nipple is treated by seg- 
mental resection of the breast. This will remove the 
involved duct containing the tumor. A frozen sec- 
tion is done. If the report is “benign,” the lesion 
belongs to the category of simple tumors, and the 
surgery is completed by closing the wound. If the 
report is “malignant,” a radical mastectomy is per- 
formed. If both clinical and laboratory studies of 
the removed breast and axillary contents show no 
lymphadenopathy, the prognosis is fair. Postopera- 
tive radiation therapy is not used in this type of 
case. 


Paget’s Disease 


Paget’s disease, in its very early stage, is mani- 
fested by a superficial, moist or dry eczematoid 
lesion of the nipple. The lesion, however, differs 
from eczema in that it does not respond to treatment 
within a reasonable length of time (two to three 
weeks). Paget’s disease not infrequently involves 
both nipples simultaneously. 

(The description just given is in contrast with 
the description of Paget’s disease commonly used; 
namely, a breast having a contracted, retracted, and 
deformed nipple with the entire skin of the breast 
edematous and dimpled like an orange skin, and 
with the breast almost entirely displaced by malig- 
nant tumor. This description is that of a late, in- 


operable, and hopeless phase of the disease [ Figure 
3}.) 

When one finds a lesion as described above 
(that is, a superficial eczematoid lesion that does 
not respond to routine treatment), a biopsy should 
be taken. The patient should understand that if 
the tissue removed for histologic study proves to be 
malignant, a radical mastectomy will be necessary. 
The reason for a radical mastectomy is that, al- 
though the lesion seems to be superficial, we fre- 
quently find normal, intervening ducts with sec- 
ondary deposits of tumor cells deep down in the 
smaller ducts. Therefore, a radical mastectomy is 
the only means for cure. 

Although a preliminary x-ray film of the chest is 
necessary before biopsy, preoperative x-ray therapy 
is not recommended unless the regional lymph 
nodes are involved. Clinically, the lymph nodes may 
appear grossly normal, but the pathologist may later 
report that they are involved; in this latter event, 
postoperative radiation is recommended. 


Follow-Up Examinations 


A patient who has had cancer of the breast must 
be periodically rechecked for the rest of her life, 
because the possibility of recurrence always exists. 
There have been cases of recurrence or metastasis 
eighteen years after primary removal. 

For the first year, the patient is examined every 
three months, and subsequently twice a year. The 
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follow-up examination will consist of the following: amine the remaining breast with meticulous care. 


1. Examination of the operative scar and the site 3. Complete gynecologic examination. 
of the original tumor, and the regional lymph drain- 4. Chest film twice a year—sooner if there is a 
age area, i.e., axilla and supraclavicular region. history of pain or cough. 

2. Examination of the remaining breast and its 5. X-ray study of the skeletal system, if there is 
regional lymph nodes. Involvement of the remain- any complaint of pain. Pain may precede x-ray evi- 


ing breast in a patient who has had one breast re- _— dence of skeletal involvement by as much as six 
moved for malignancy occurs six times as often as months. Therefore, even though the x-ray findings 
in one who has had no involvement. Therefore, are negative, if local pain persists, hormone or x-ray 
it is most important that the physician should ex- therapy or both should be used. 


PREPARATION OF A CHILD FOR ANESTHESIA 


A METuHop for avoidance of emotional trauma associated with anesthesia and surgery is presented 
by Katherine Jackson (Anesthesiology, 12:293, 1951). The evening before the child is to be 
anesthetized, he is visited by the anesthetist, who is dressed in ordinary street clothes. During 
the ensuing interview, an effort is made to learn whether the child has ever had an anesthetic 
before and, if so, how it affected him. An attempt is also made to ascertain what information the 
child has been given at home and what influence this may be having. The youngster is then told 
that he is to be asleep and will feel no pain during the entire procedure except for a sore throat 
after it is over. 

He is allowed to handle the anesthesia mask and is told that breathing the medicine will make 
him fall asleep. He gets a simple but realistic description of the dizzy, queer, or sinking sensation 
that he may have as he goes to sleep. The operating rooms and the dress of the personnel, includ- 
ing the anesthetist, are described. Every effort is made to have the child accept the anesthetist as 
a person whom he will be willing to trust. In Jackson’s experience such psychologic preparation 
has five practical advantages: (1) there are none of the undesirable side-effects of heavy pre- 
medication, (2) less anesthetic agent is used, (3) induction time is shortened, (4) excitement 
stages are decreased, and (5) operating rooms are relieved of the noise and confusion of stormy 
inductions. 


CANCER OF THE STOMACH 


Gurss has reviewed the hospital records of 2,891 cases of gastric carcinoma collected during the 
period 1930 to 1949 inclusive (Internat. Abst. Surg., 93:313, 1951). In order to have a better 
cross-section of the cancer problem in the community, he conducted the study in two large private 
general hospitals and in the Los Angeles County Hospital. In this way the study included informa- 
tion about private as well as indigent cases. 

In general, the investigation showed that about 20 per cent of cases of gastric carcinoma were 
never admitted to a hospital. Of those coming to the hospital for care, about 60 per cent were 
found to be inoperable at the time of admission. This means that only about one-third of all cases 
of cancer of the stomach come to operation. Of this group a large number were found to be un- 
suitable for gastric resection intended to cure the disease, and when factors of operative mortality 
and death from recurrence of carcinoma were added, it was found that under the conditions of 
this study only one person of each one hundred developing cancer of the stomach had an expecta- 
tion of being cured. Apparently delay in treatment was the most important cause for the poor 
outlook. The major delay was due to patient procrastination. Almost half of the patients waited 
more than six months after the onset of symptoms before they consulted a physician. Even then 
there was a tendency for further delay, mainly because of a willingness of the physicians to ob- 
serve or treat medically, gastric lesions of a questionable character. 


GP @ February, 1952 


ae 


8TH NERVE DAMAGE 


(STREPTOMYCIN) 


STOMATITIS 


(ORAL PENICILLIN) 


LIVER DAMAGE? 


(AUREOMYCIN) 


DIARRHEA, PROCTITIS 


AUREOMYCIN 
CHLORAMPHENICOL 
TERRAMYCIN 


> 


Practical Cherapeutics 


BY PAUL S. RHOADS, M.D. 


Tue objectives in the selection of antibacterial 
therapy should be: (1) to select the agent or com- 
bination of agents most likely to terminate the in- 
fection in question; (2) to use the route of admin- 
istration and dosage most likely to be effective; 
(3) to avoid harmful side reactions; and (4) to 
select the most economical program of therapy. 

Each new antibiotic introduced adds some new 
feature to the armamentarium of the physician 
trying to cope with infectious processes. Each also 
may add some new hazard in the way of side re- 
actions. Certainly each one increases the problems 
of the busy doctor who is doing his best to fit 
exactly the right remedy to his patients’ particular 
problems. This communication is written in the 
hope that it may answer a few of these problems 
rather than confuse the issue further. 


Hazards in Antibiotic Therapy 


Before discussing the fields of usefulness of the 
various antibiotics, a short survey of the possible 
hazards is in order. First, it must be remembered 
that in attempts to eliminate one pathogenic strain, 
major changes in the total bacterial flora of the 
body may occur which have unforeseen results. 
For instance, when one administers full doses of 
penicillin or aureomycin or both to eliminate 
pneumococci or streptococci from some part of the 
body, these microédrganisms may disappear, but an 
astonishing increase in other organisms which are 
not sensitive to these agents may occur. Pseudomonas 
aeruginosa may arise in sufficient numbers to cause 
very troublesome infections of the urinary tract, 
meninges, or lungs. E. coli or enterococci may dis- 
appear from the urinary tract, but B. proteus or 
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Ps. aeruginosa may take their place, causing an 
even more persistent infection. Candida albicans 
may flourish and may cause very persistent infec- 
tions about the anus, vagina, or oral cavity as the 
microérganisms sensitive to aureomycin disappear. 

In a thought-provoking report on reactions of 
bacteria to antibiotics, Garrod points out that 
bacteria react in four ways to antibiotics and 
chemotherapeutic agents. Suppression of growth 
may result, with the pathogens being killed off 
directly or their growth so limited that the natural 
defense mechanisms of the host finish them off. 
This, of course, is the desired reaction in treatment. 
However, acquired resistance becomes evident in 
nearly all types of infections if the therapeutic at- 
tack is inadequate quantitatively or if one is deal- 
ing with particularly resistant strains. Reports of 
this phenomenon are too numerous to cite com- 
pletely in this communication. Practically all physi- 
cians who have treated large numbers of patients 
suffering from subacute bacterial endocarditis have 
had the experience reported by Dowling and asso- 
ciates of seeing the responsible anhemolytic strep- 
tococcus become progressively more resistant until 
penicillin dosages up to 20 to 40 million units 
daily are required for suppression. Meads and co- 
workers showed that during treatment with aureo- 
mycin or penicillin the normal alpha streptococci 
and Neisserriae practically disappeared from the 
nasopharynx, but four to five days after cessation 
of therapy they returned, and at this time their in 
vitro sensitivity to both agents was greatly in- 
creased. Fusillo and Romansky did experiments 
which revealed that resistance to both aureomycin 
and terramycin develops by exposure of certain 
bacterial strains to either one alone. 
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After prolonged therapy with a given antibiotic, 
a stage may be reached at which suppression of 
bacterial growth no longer takes place, but the 
microérganisms actually become dependent upon 
it for subsistence. Miller and Bohnhoff were the 
first to point out this phenomenon in the case of 
meningococci grown in the presence of streptomy- 
cin. Later the same observation was made with other 
bacterial species, the most notable and alarming 
one being the case of the tubercle bacillus. 

The final effect may be actual stimulation of 
growth of particular bacterial strains by antibiotics. 
Garrod demonstrated this effect in the case of 
penicillin with both staphylococcus and Pseudo- 
monas aeruginosa strains. It has been shown that 
aureomycin has the same effect on many strains 
of Candida albicans. 

One can only speculate on the causes of these 
observations. Certainly one very disturbing fact is 
that highly resistant strains of streptococci, staph- 
ylococci, Pseudomonas aeruginosa, gonococci, and 
others are emerging. It should be obvious that be- 
fore beginning an antibacterial attack, it is desira- 
able to have knowledge of the total bacterial flora of 
the region being treated and of the in vitro sus- 
ceptibility of the microérganism which one wishes 
to eliminate. 

A third serious hazard—possible deleterious side 
effects on the patient from antibiotic administra- 
tion—will be dealt with in considering each agent 
separately. 


Use of Combinations of Antibiotics 


The desirability of using combinations of anti- 
biotics rather than a single one in certain situations 
is clear from the above discussion and also because 
of other considerations. 

Often one is confronted with mixed infections 
caused by both Gram-positive and Gram-negative 
organisms, varying in their sensitivity to different 
drugs. This is particularly true in infections of the 


respiratory and urinary tracts and in cases of soil- 
ing of the peritoneum with intestinal contents. 

As pointed out above, there are certain infec- 
tions—tuberculosis being the outstanding example 
—in which a single antibiotic is the most likely to- 
be effective but in which resistant strains even- 
tually may emerge regardless of how diligently the 
drug is administered. A second agent added to the 
therapeutic attack may suppress these resistant 
strains. For instance, it is desirable to use para- 
aminosalicylic acid (PAS) along with streptomycin 
in tuberculosis, in the hope that certain strains 
which may not be suppressed by streptomycin will 
be eliminated by PAS. 

The difference in penetrability of antibacterial 
agents to various infection sites is another impor- 
tant consideration. For instance in meningococ- 
cemia or pneumococcemia, penicillin may be the 
most effective agent in controlling bacterial multi- 
plication, but when the meninges are invaded by 
the same organisms, the addition of sulfadiazine or 
Gantrisin may be desirable because the sulfonamides 
enter the cerebrospinal fluid more readily. 

Finally, there are certain infections in which 
abundant clinical experience has shown that often 
two or more agents given simultaneously result in 
a higher percentage of cures than a single anti- 
biotic used alone, although the exact reasons are 
still unknown. Outstanding examples are brucel- 
losis, in which the combination of streptomycin 
with aureomycin, terramycin, or chloramphenicol 
appears to be more effective than any one used 
alone; and Hemophilus influenzae meningitis in 
which one of the same combinations usually is 
more effective than a single agent. Our own expe- 
rience indicates that the same is often true in uri- 
nary tract infections. 

The question of actual synergism between anti- 
biotics used simultaneously, resulting in an anti- 
bacterial effect greater than the anticipated simple 
additive effect, is a very involved one which cannot 
be answered yet. Gunnison, Speck, and Jawetz 
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found that streptomycin and bacitracin seemed to 
accelerate the early bactericidal effect of penicillin. 
On the other hand, they have shown rather con- 
vincingly that chloramphenicol particularly, and to 
a lesser extent aureomycin and terramycin, inter- 
fere with its early bactericidal effect and reduce its 
therapeutic effectiveness in experimentally infected 
mice. 

Certain other drawbacks to combination antibac- 
terial therapy are fairly obvious. The added expense 
is certainly one of lesser importance, but when one 
adds to the treatment by one agent a drug costing 
60 cents per capsule, it sometimes is a major con- 
sideration to the patient or his relatives. A more 
important one is the multiplication of the patient's 
chances for sensitivity reactions to the drugs he is 
receiving, both at the time of a given infection and 
in the future. For example, Peck and his associates 
showed that the percentage of skin eruptions result- 
ing from penicillin administration was a great deal 
higher (fivefold in his experience) in persons 
receiving the drug for a second or third time than 
in those, who had never received it before. From the 
above discussion the obvious lesson for clinicians 
is that the advantages and disadvantages of a com- 
bined therapeutic attack should be weighed for 
any given infection. If two or more agents are given 
together, they should be used in full doses, so that 
enhancement of bacterial resistance due to sub- 
lethal administration of either one may be avoided. 
Certainly synergistic action cannot be depended 
upon to permit smaller than average doses of either 
agent. 


Choice and Use of Various Antibiotics 


The table on the next two pages is offered as a 
rough guide to the choice of antibiotics in various 
infections. It was compiled from a number of sim- 
ilar guides and from what seemed to the author to 
be the consensus in present medical literature, plus 
his own clinical experience. Dosages, administra- 
tion routes, deleterious reactions, and fields of spe- 
cial usefulness are discussed in slightly more detail 
in subsequent paragraphs. No pretense of complete- 
ness in these discussions is attempted, as the medi- 
cal literature on all of them is too voluminous and 
too conflicting. Now that convenient methods for 
demonstration of in vitro sensitivities to the various 
antibiotics are available, this tool for help in selec- 
tion of the proper agent against any given micro- 
drganism should be used for serious infections, par- 
ticularly in subacute bacterial endocarditis and 
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other blood stream invasions, and in involvement 
of the urinary tract. When two or more organisms 
are cultured from an infection site, it is sometimes 
helpful to use the combinations of bacteria against 
the various antibiotics in the titrations. While the 
in vitro effect of the drugs does not always corres- 
pond to their in vivo action, the parallelism is con- 
stant enough to influence one’s choice when the 
first agent used has proved only partially effective. 


Penicillin 


Penicillin remains the most widely used of the 
antibiotics, and deservedly so. Constant improve- 
ments in manufacture have reduced toxicity, in- 
cteased potency, and lowered the cost to the patient. 
It is most useful against Gram-positive organisms, 
being definitely the agent of choice in infections 
due to beta-hemolytic streptococci and pneumococ- 
ci, and in gonorrhea, actinomycosis, syphilis, an- 
thrax, Vincent's stomatitis, and subacute bacterial 
endocarditis due to streptococci. It is probably the 
best agent to use prophylactically prior to tooth ex- 
traction. In staphylococcus infections it is usually 
the preparation of choice, although some strains 
are more sensitive to aureomycin. In severe men- 
ingococcus or pneumococcus meningitis, it is best 
used in conjunction with sulfonamides, and often 
in endocarditis its effect is augmented by full doses 
of aureomycin or streptomycin. It has considerable 
bacteriostatic activity against the bacilli of diph- 
theria, tetanus, and gas gangrene but should, of 
course, be used in conjunction with specific anti- 
toxin in these infections. In mixed wound infec- 
tions and brain abscess, it should also be used in 
conjunction with sulfonamides, aureomycin, or 
streptomycin. Mixtures of penicillin with strepto- 
mycin, to be administered simultaneously in the 
same syringe, have become popular for use after 
abdominal operations in which peritoneal soiling 
may have occurred and in mixed respiratory infec- 
tions. 

The introduction of procaine penicillin with its 
slower absorption has caused most physicians to 
switch from crystalline penicillin in aqueous solu- 
tion, administered at intervals of three to four 
hours, to the so-called “depot” type. It is claimed 
for the latter that a single dose of 400,000 to 
600,000 units will maintain an effective blood level, 
ie. above 0.3 units per cc. for 24 hours. (All doses 
for penicillin and the other antibiotics given here 
and subsequently are adult doses. Dosage for young 
children must be reduced according to age and 
weight.) In our own experience a good level was 
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maintained with such dosage for 12 hours but not 
for 24 hours. Unless the infection is a mild one— 
such as uncomplicated hemolytic streptococcus sore 
throat or pneumococcus pneumonia of moderate 
severity—the author's preference is for such doses to 
be administered every 12 hours. He prefers mix- 
tures of crystalline penicillin-G and procaine peni- 
cillin Gin | to 3 ratio) in order to get a rapid rise 
in blood level during the first hour, and then a 
fairly well-sustained level for 12 hours or more. In 


our series using this mixture in total doses of 
400,000 units, blood levels of 2.0 to 7.0 units per 
ce. during the first hour were usually attained, and 
they rarely fell below 0.3 units per cc. after 12 
hours. 

Of course, in subacute bacterial endocarditis, 
pneumococcic meningitis, and other fulminating 
infections, much larger doses must be used, and the 
interval between injections shortened. For bacterial 
endocarditis one should never administer less than 
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Pneumococcic 
pneumonia 


Ist Choice 


2nd Choice 


3rd Choice 


Penicillin 


Aureomycin 
Terramycin 
Sulfonamides 


Chloramphenicol 


Primary 
atypical 
pneumonia 


Aureomycin 
Terramycin 


Penicillin plus 
dihydrostrepto. 
Chloramphenicol 


Sulfonamides 


K. pneumoniae 
(Friedlander's 
bacillus) 
pneumonia 

or 

Urinary tract 
infection 


Polymyxin* 
Neomycin* 


Aureomycin 
Terramycin 
Dihydrostrepto. 
Chloramphenicol 


Sulfonamides 


Mixed pneu- 
monias and 
those of uncer- 
tain etiol. 


Aureomycin 

Terramycin 

Penicillin plus 
dihydrostrepto. 


Penicillin plus 
sulfonamides 
Sulfonamides plus 

dihydrostrepto. 


Chloramphenicol 


Beta hemolytic 
streptococcal 
infections 


Penicillin 


Aureomycin 
Terramycin 
Sulfonamides 


Chloramphenicol 


Staphylococcic 
infections 


Penicillin 

Aureomycin 

Penicillin plus 
aureomycin 


Terramycin 
Sulfonamides 


Chloramphenico' 
Dihydrostrepto. 


Penicillin 


Aureomycin 
Terramycin 


Brain abscess— 
etiology 
undertermined 
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2nd Choice 


3rd Choice 


Penicillin plus 
sulfonamide 

Penicillin plus 
dihydrostrepto. 

Aureomycin plus 
penicillin 


Aureomycin 
Terramycin 


Sulfonamides 


Chloramphenicol 


Subacute 
bacterial 
endocarditis 
(nonhemol. 
streptococcus) 


Penicillin 

Pen. plus aureo. 

Penicillin plus 
dihydrostrepto. 


Aureomycin 
Terramycin 


Mixed wound 
infections 


Penicillin plus 

dihydrostrepto. 
Aureomycin 
Terra: ycin 


Pen. plus sulfa. 
Penicillin plus 


dihydrostrepto. 


Bacitracin or Neomycin locally 


Sulfonamides 


Tuberculosis in all 
its forms 


Dihydrostrepto. 
plus 
Para-amino-salicyl. 


Dihydrostrepto. 


Brucellosis 


Aureo. plus 
dihydrostrepto. 

Terra. plus 
dihydrostrepto. 


Streptomycin 
Aureomycin 
Chloramphen‘col 
Terramycin 


Chloram. plus 


dihydrostrepto. 
Sulfa. plus 
dihydrostrepto. 


Chloramp 
Sulfonamides 
Dihydrostrepto. 


Meningococcic 


Penicillin 


Pen. plus sulfa. 


Avreomycin 

Terramycin 

Aureo. or terra. 
plus sulfa. 


Penicillin plus 


Aureo. plus 


14, 4 


Terra. plus 
sulfonamide 


Aureomycin 
Terramycin 


H. influenzae 
meningitis 


Aureo. plus 
dihydrostrepto. 

Terra. plus 
dihydrostrepto. 

Chioram. plus 
dihydrostrepto. 


Dihydro. plus 
sulfa. 

Any of first 
choices plus 
Alexander 
serum 


Dihydrostrepto. 


Syphilis 


Penicillin 


Aureomycin 
Terramycin 


Metals 
Chloramphenicol 


Actinomycosis 


Pen. plus sulfa. 
Penicillin 


Chloramphenicol 
Aureomycin 
Terramycin 


Dihydrostrepto. 


Anthrax 


Pen. plus sulfa. 
Penicillin 


Aureomycin 
Terramycin 


Leptospiral 
infection 


Penicillin 


Aureomycin 
Terramycin 


Dihydrostrepto. 
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stomatitis 


Penicillin 
Arsenicals 


Aureomycin 
Terramycin 


E. coli urinary 
tract infections 


Aureomycin 
Terramycin 
Chloramphenicol 
Each alone or in 
comb. with sulfa. 
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1,000,000 units daily, and as much as 20,000,000 
units daily may be required over a period of a 
month or longer. For pneumococcic meningitis 
Dowling and his colleagues have recommended in- 
tramuscular injections of 1,000,000 units of peni- 
cillin in aqueous solution every two hours night 
and day during the febrile period. In our own ex- 
perience there have been no serious ill effects from 
intrathecal administration of penicillin, and we give 
doses up to 10,000 units daily in normal saline 


after removing slightly more fluid than the volume 
of suspension to be injected by this route. At the 
same time doses totaling twenty million units daily 
are administered intramuscularly. Penicillin should 
never be given intrathecally in doses larger than 
20,000 units per day. When massive daily doses 
are to be given parenterally, the entire amount may 
be added to an intravenous infusion of 5 per cent 
glucose in water or isotonic salt solution running at 


the rate of 1,500 to 2,000 cc. per 24 hours. This is at 


Ist Choice 


2nd Choice 


Ist Choice 2nd Choice 


Aerobactor Polymyxin* Terramycin Aureomycin Rickettsial Chloramphenicol PABA for typhus 
aerogenes Neomycin* Dihydrostrepto. diseases Aureomycin and scrub 
urinary Chloramphenicol Sulfa. or Terramycin typhus 
infection * combination 

Psitt i Avreomycin Penicillin Sulfonamides 

B. proteus Gantrisin Dihydrostrepto. Aureomycin Terramycin 
urinary Chloramphenicol plus sulfa. Terramycin Chloramphenicol 
infection Neomycin* Polymyxin* 

Lymphogranu- Aureomycin Sulfonamides 

K. pneumoniae Polymyxin* hloramphenico! Sulfi id lema venereum Terramycin 
urinary Neomycin* Terramycin Chlioramphenico! 
infection Aureomycin 

Dihydrostrepto. Ulcerative colitis Sulfonamides Aureomycin 
Terramycin 
Ps. aeruginosa Polymyxin* Dihydrostrepto. Avureomycin Chloramphenicol 
infections Neomycin* plus sulfa. Terramycin 
Aureo. plus Chloramphenicol! Trachoma Avreomycin Penicillin Sulfonamides 
dihydrostrepto Terramycin Chloramphenicol 
Yows Aureomycin Penicillin Chloramphenicol 
dihydrostrepto. 
Penicillin plus Terramycin 
dihydrostrepte. Diphtheria Antitoxin plus Antitoxin plus 

Nonhemolytic Penicillin plus ‘Sulfonamid Mandelic acid 
strept. urinary dihydrostrepto. Chloramphenicol a 
terramycin 
infection Aureo. plus suifa. 

Terra. plus sulfa. outa pls 
sulfonamides 

T 

yphoid fever Chloramphenicol Aureomycin Sains Antitoxin plus Antitoxin plus 

Chloram. plus Terramycin 
penicillin aureomycin 
Antoxin plus 

Other Salmonella Chloramphenicol Aureomycin terremycin 

tnfections Terramycin Antitoxin plus 
sulfonamides 

Shigella _ Polymyxin* Chloramphenicol Dihydrostrepto. 

infecti Sulf id Terramycin Gas gangrene Antitoxin plus Antitoxin plus 
Aureomycin penicillin aureomycin 

Antitoxin plus 

Tularemia Dihydrostrepto. Avureomycin terramycin 

Terramycin Antitoxin plus 
Chloramphenicol sulfonamides 


Aureomycin Terromycin plus Neomycin* Pretreatment Penicillin Aureomycin Sulfonamides 
mixed Penicillin plus sulfonamides before tooth Terramycin Chloramphenicol 
infection dihydrostrepto. Dihydrostrepto. extraction 

plus sulfa. 
Chloramphenicol Pretreatment Aureomycin Terramycin plus Neomycin* 
plus sulfe. before intesti- Penicillin plus if id Sulf id 
nal surgery dihydrostrepto. Dihydrostrepto. 
Pertussis Aureomycin Dihydrostrepto. plus sulfa. 

Terramycin Chloramphenicol 

Chloramphenico! plus sulfa. 

*Toxic effects are a contraindication except under special diti The sulf ides rec ded are: Gantrisin, sulfa mixtures, and 
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least a convenient route to which to shift from time 
to time when the buttocks or arms are sore from re- 
peated intramuscular injections. Other infections 
requiring massive doses over periods of two to six 
weeks are syphilis, actinomycosis, and osteomyelitis. 
Carinimide in doses of two to four Gm. every four 
hours, or Benemid in doses of 0.5 Gm. every six 
hours, have been used to prolong the period of ac- 
tion of penicillin by interfering with tubular ex- 
cretion in the kidneys. Since with the potent prep- 
arations of penicillin now available it is not dif- 
ficult to maintain fairly high blood levels by in- 
creased dosage, without undue risk of toxic reac- 
tions, there is seldom real need for the use of renal- 
blocking agents. Procaine penicillin in oil is sel- 
dom used any more because it appeared to cause 
more delayed reactions than the other preparations. 

Administration of penicillin orally by tablet or 
emulsion is so convenient that one is tempted to 
prescribe it frequently. It has a special field of use- 
fulness in treating small children. When given it 
should be remembered that to obtain blood levels 
comparable to those produced by parenteral admin- 
istration, the total dose must be increased four- or 
fivefold. Since 100,000 units in the tablet form 
costs the patient as much as a similar amount of 
procaine penicillin for injection and more than a 
similar amount of ordinary crystalline penicillin, 
oral penicillin is an expensive method of admin- 
istration. There is the additional disadvantage that 
doses must be given at intervals of two to three 
hours day and night to maintain blood levels com- 
parable to those maintained by parenteral injection 
with one-fourth to one-fifth the total dosage. 

Inhalation of penicillin as a micronized powder 
or in the “aerosol” form, in which it is introduced 
into the mouth or nose in a fine spray, has been 
extensively used in infections of the respiratory 
tract. It may shorten the course of bacterial infec- 
tions of the throat and nose and reduce the severity 
and duration of complications of bronchiectasis. 
However, unless such infections are of minor im- 
portance, it should never be used in place of but 
always in addition to parenteral penicillin. It has 
the added disadvantage of being expensive and of 
causing unpleasant local reactions in the skin or 
mucous membranes. 


Toxic reactions to penicillin, usually in the form 
of urticaria or dermatitis, are said to occur in 1 to 
2 per cent of persons receiving crystalline or pro- 
caine penicillin, and in 3 to 4 per cent of those 
receiving penicillin in oil and beeswax suspension. 
Fortunately the latter is seldom used at the present 


time. Persons who have had reactions once are 
very likely to have them again when a second round 
of penicillin is administered parenterally, although 
oral administration rarely causes trouble. Even per- 
sons who withstand one course of therapy with 
no toxic reactions are twice as likely to get reac- 
tions to subsequent doses as those who are receiv- 
ing the drug for the first time. Persons who have 
had urticaria or dermatitis from penicillin-G usually 
can tolerate a special preparation of penicillin-O, 
now marketed by several manufacturers and admin- 
istered in aqueous solution. 

Other less common reactions are exacerbation of 
chronic fungus infections of the extremities, anus, 
etc.; pseudocellulitis resembling the Arthus phe- 
nomenon at the site of intramuscular or subcutan- 
eous injection; Herxheimer reactions in cardio- 
vascular syphilis; and meningeal or cerebral irrita- 
tion due to intrathecal introduction. Arachnoiditis 
with blocking of the subarachnoid space has been 
reported. A more serious complication is the de- 
velopment of Ps. aeruginosa meningitis during the 
course of intrathecal therapy for some other condi- 
tion. Whether the secondary invader is inadvert- 
ently introduced or appears because of the more 
favorable pabulum offered by penicillin in the 
spinal fluid is often difficult to determine. In our 
own experience, using a maximum dosage of 20,- 
000 units of penicillin intrathecally daily—but us- 
ually 10,000 units—no untoward reactions with 
intrathecal penicillin have been encountered. 

If the infection being treated is one of maximum 
severity and one for which other antibiotics are not 
effective, the occurrence of mild reactions should 
not deter one from going ahead with penicillin 
therapy. However, a shift to one of the “detoxified” 
penicillin-O preparations usually should be made. 


Streptomycin and Dihydrostreptomycin 


Changes in our knowledge of the usefulness and 
limitations of streptomycin and dihydrostreptomy- 
cin have greatly modified their use. For instance, 
dihydrostreptomycin has proved so much less toxic 
than unmodified streptomycin that the latter is sel- 
dom used now, and its use will doubtless die out 
altogether. Tuberculosis now remains the one dis- 
ease in which dihydrostreptomycin seems definitely 
more effective than any other agent which is safe 
for prolonged administration. Even in tuberculosis, 
as previously pointed out, the emergence of highly 
resistant forms of tubercle bacilli is so common that 
when prolonged dihydrostreptomycin therapy is 
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contemplated, para-aminosalicylic acid in doses of 
8 to 12 Gm. daily should be used with it to suppress 
streptomycin-resistant forms. 

During the past two years there has been a tend- 
ency to reduce the dosage of dihydrostreptomycin 
and to give it at less frequent intervals. For most 
infections, it is administered at 12- or 24-hour inter- 
vals, the total dosage per day being 1.0 to 2.0 Gm. 
per day. In tuberculous meningitis 0.1 Gm. dis- 
solved in 5 cc. of physiologic solution of sodium 
chloride (adult dose) may be given intrathecally 
after withdrawal of somewhat more than this 
amount of cerebrospinal fluid. These doses should 
be repeated at intervals of 24 to 48 hours until no 
tubercle bacilli are seen in the centrifuged sedi- 
ment, the cell count has been reduced to normal, 
and the spinal fluid glucose returned to a normal 
level. Daily parenteral injections of the antibiotic 
are also given. On this schedule the lives of many 
patients have been prolonged and a few have made 
a complete recovery. A similar dosage schedule may 
be used in H. influenzae meningitis, though many 
cases recover without intrathecal therapy. 

In certain other infections—notably those due to 
coliform bacilli, Klebsiella pneumoniae, B. proteus, 
plague, Hemophilus influenzae, and others—strep- 
tomycin may be as effective as any other agent, but 
on the other hand may be totally ineffective. In 
such infections, in vitro titrations of sensitivity to 
the whole battery of antibiotics are of value. 

Our own experience indicates that the use of di- 
hydrostreptomycin together with penicillin. aureo- 
mycin, terramycin, chloramphenicol, or sulfona- 
mides has frequently been more effective in urinary 
tract infections than any of these agents used alone. 
As stated previously the combination of strepto- 
mycin with one of the latter four drugs has also 
to date proven more effective in brucellosis and H. 
influenzae meningitis than any single agent. 

Dihydrostreptomycin is easily soluble in distilled 
water and the entire amount (seldom over 1.0 Gm.) 
which one wishes to inject may usually be given in 
1.0 or 2.0 cc. intramuscularly. Streptomycin pow- 
der, plain, in tablets of 100 mg. or more, and strep- 
tomycin mixed with bacitracin and polymyxin are 
available. They are used by mouth in the prepara- 
tion of patients for abdominal surgery and in the 
treatment of amebic dysentery and other infectious 
diarrheas. It is doubtful if they are as effective for 
these purposes as several other preparations. Mi- 
cronized streptomycin for aerosol administration has 
been used in respiratory infections due to Gram- 
negative bacilli, as well as streptomycin ointment, 
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but both preparations have been abandoned by 
most physicians because of their tendency to pro- 
duce sensitivity reactions in the skin and mucous 
membranes. 

With unmodified streptomycin used parenterally, 
undesirable side reactions were frequent and often 
serious. Eighth nerve involvement causing tinnitus 
and eventually partial loss of hearing was not un- 
common, and rarely the optic nerve was similarly 
involved. In one case treated with streptomycin by 
the author for tuberculous meningitis, the patient 
survived many months but the patient became deaf 
and almost blind. Renal damage from unmodified 
streptomycin has occurred in many cases and there 
have been several cases of agranulocytosis. Exacer- 
bations of fungus infections of the skin and stoma- 
titis were frequent. All of these complications may 
develop during treatment with dihydrostreptomy- 
cin, but they are extremely uncommon. We have 
not encountered them. Always to be remembered 
is the fact that bacterial forms resistant to strepto- 
mycin develop during treatment more frequently 
than in the case with any other antibiotic. Hence 
dosage must be adequate and prolonged, and often 
a second antibacterial agent may be combined with 
dihydrostreptomycin to advantage. 


Broad Spectrum Antibiotics 


The antibiotics usually included under the above 
term are aureomycin, terramycin, and chloramphen- 
icol. They are spoken of together because their 
ranges of antimicrobial effectiveness are quite wide, 
including an effect on both Gram-positive and 
Gram-negative bacteria and on a number of the 
larger viruses and rickettsiae. These antimicrobial 
spectra overlap, but it may be said in general that 
aureomycin has its greatest field of usefulness on the 
Gram-positive side of the spectrum and chloram- 
phenicol on the Gram-negative side. Terramycin is 
midway between the two. For a large number of 
infections there is no choice among the three as to 
therapeutic potency. They share the common prop- 
erties of being quite effective by the oral route and 
of being relatively nontoxic as compared to other 
antibacterial agents. Individual variations among 
them will be discussed below. 

It should again be noted that in vitro and animal 
protection tests of Jawetz and his associates demon- 
strated an interference with the suppressive action 
of penicillin on bacterial growth by each of the 
“broad spectrum” antibiotics. This was noted chief- 
ly if the latter were administered in dosages not 
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in themselves highly bactericidal and within one 
or two hours after penicillin was put in contact with 
the test microérganisms. Chloramphenicol had a 
much more potent influence in neutralizing the 
penicillin effect than the other two. When large 
doses of the antibiotics were used, 
the phenomenon did not occur. These results should 
not deter the physician from using a combination of 
pean with aureomycin or terramycin in such 

a disease as subacute bacterial endocarditis in which 
quite large doses are given. They do, however, cast 
doubt on the desirability of simultaneous adminis- 
tration of penicillin and chloramphenicol. 


interfering 


Aureomycin 


If aureomycin has any superiority to other anti- 
biotics it is probably in mixed infections such as 
those encountered in the respiratory tract, in peri- 
tonitis due to soiling from intestinal contents, and 
in infections of the urinary tract, especially those 
due to a combination of colon bacilli and entero- 
cocci. It is particularly useful against penicillin-re 
sistant staphylococci and B. tularense. Although it 
has proven effective administered alone in H. in- 
fluenzae meningitis, brucellosis, and Streptococcus 
fecalis endorcarditis, it is probably always safer to 
use it in conjunction with penicillin in the last 
disease and with dihydrostreptomycin in the other 
two. Its effectiveness is probably equal to that of 
other antibiotics in the following infections: infec- 
tions caused by E. coli, K. pneumoniae (Fried- 
lander’s bacillus) and H. influenzae; primary atvypi- 
cal pneumonia; ornithosis; lvmphogranuloma_ in- 
guinale; psittacosis; meningococcus meningitis; 
scrub typhus; Rocky Mountain spotted fever; ty- 
phus; pertussis. In all of the conditions just listed 
aureomycin may be far superior to any other agent. 
On the other hand it may be strikingly. ineffective. 
Hence, if the infection is a severe one or if a thera- 
peutic trial with aureomycin has given mediocre 
results, sensitivity tests to the whole range of anti- 
Some authors have claimed 
good results for aureomycin in amebic dysentery. 
Whether improvement is due to a direct effect on 
E. histolytica or to suppression of the associated bac- 


biotics are in order. 


terial pathogens has not been conclusively proven. 

Aureomycin is usually administered in capsules 
of 50 mg. or 250 mg. Since its introduction in 1948 
there has been a tendency to reduce the dosage 


originally recommended, chiefly because slightly 
alin doses have been shown to be effective and 


doubtless, also, because of the expense of the prepa- 
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ration. Originally its retail cost was $1.00 per 250 
mg. capsule. At this time the cost is 60 cents. 

For most infections, adults are given 1.0 to 3.0 
Gm. each 24 hours, divided into three or four doses 
given at eight- or six-hour intervals. Our usual prac- 
tice for infections of ordinary severity is to give 1.0 
Gm. as an initial “loading” dose, then 0.5 Gm. at 
six-hour intervals day and night. Aureomycin is said 
to pass into the spinal fluid from the blood more 
readily than penicillin, streptomycin, or terramycin, 
whether the meninges are inflamed or not. It is 
excreted rapidly in the urine, peak concentrations 
ranging from 50 to 250 micrograms per cc. being 
obtained after single doses of 0.5 to 2.0 Gm. by 
mouth. This probably accounts for its great effec- 
tiveness in urinary tract infections. In our own 
experience, however, it has been necessary to con- 
tinue its administration for at least a week to eradi- 
cate E. coli and Streptococcus fecalis infections of 
the urinary tract, even when no obstructive process 
is present. 

Ampuls containing 100 mg. of aureomycin hy- 
drochloride are available for intravenous admin- 
istration to patients who cannot accept oral medi- 
cation. The dry powder is dissolved in a special 
leucine diluent before injection. When the intrave- 
nous route is used to supplement oral medication, 
a daily dose of 5 mg. per kg. of body weight (300 
to 400 mg. total) is seldom exceeded. When intra- 
venous administration is depended upon for the total 
day's dose, a total of 10 to 20 mg. per kg. of body 
weight (0.75 to 1.5 Gm. total) is given, divided in- 
to equal amounts for injection at intervals of six to 
eight hours. Solutions of aureomycin are so irri- 
tating that intramuscular administration is not feas- 
ible. Special precautions must be given when injec- 
ting it into veins. But even when great care is ex- 
ercised, the incidence of local thrombophlebitis at 
the injection site is about 10 per cent. 

For ophthalmic use, crystalline aureomycin pow- 
der is mixed with sodium borate and sodium chlo- 
ride in such concentration that the latter two in- 
gredients are practically isotonic when enough dis- 
tilled water is added so that the mixture contains 
5,000 micrograms of aureomycin. An ophthalmic 
ointment containing 1 per cent aureomycin is also 
available. It is effective and usually not irritating. 

The early preparations of aureomycin practically 
always caused some degree of nausea and frequently 
vomiting. Refinements in manufacture have elimi- 
nated much of the impurity which caused this 
disturbance. However, many patients still develop 
anorexia and nausea while taking it. In many in- 
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stances this can be eliminated by giving the doses 
with milk or by the simultaneous administration of 
alkali. When aluminum hydroxide is used for 
this purpose, it prevents absorption of a certain per- 
centage of the aureomycin, necessitating larger oral 
doses of the antibiotic. 

Unfortunately the diarrhea from aureomycin ad- 
ministration is still frequently encountered. The 
author has observed it to last for as long as two 
months after oral medication has been stopped. 
Since the drug is bactericidal for both Gram-posi- 
tive and Gram-negative microérganisms, it may 
cause a major dislocation in the intestinal flora, par- 
ticularly in allowing yeasts to flourish unopposed 
and indeed even stimulating their growth. In our 
own experience we have been impressed by the 
tendency for B. proteus to become the predominant 
strain in the flora of the stool following aureomycin 
administration. Although this organism is usually 
not regarded as a pathogen in the colon, it has been 
noted that the patient’s diarrhea often subsides as 
the proteus bacilli disappear from the stools. The 
itching and dermatitis about the anus, observed 
so often after aureomycin administration, usually 
results from exacerbation of old yeast infections or 
implantation of new ones. 

Recent reports by Lepper and associates revealed 
that aureomycin administered in large doses intra- 
venously may cause serious liver injury. After a 
careful analysis of their extensive clinical material, 
these authors concluded that if intravenous therapy 
alone was used, a 24-hour dose totaling more than 
40 mg. per kg. of bodv weight was very likely to 
cause liver damage. When oral therapy was given 
at the same time or when liver damage was already 
present, smaller intravenous doses caused liver 
damage. This is a timely observation because many 
reports have appeared in recent months reporting 
the use of aureomycin for acute hepatitis. While 
the majority of these report no favorable results 
from the drug, others have concluded that aureo- 
mycin was beneficial. In view of the careful report 
of the University of Illinois workers it would seem 
that aureomycin should always be used with great- 
est caution intravenously and never by this route in 
patients with known liver damage. 


Terramycin 


There is scarcely a clinical condition for which 
aureomycin is said to be useful in which terramycin 
will not also be effective in some degree. Although 
it became available after aureomycin, it probably 
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is used even more widely than the latter because it 
causes much less nausea and vomiting and less 
diarrhea. All of these reactions plus skin reactions 
similar to those seen with aureomycin administra- 
tion do occur, however. To date no reports of liver 
damage by intravenous injection of terramycin in 
humans have been seen by the author. 

In our own series of urinary tract infections, it 
was slightly inferior to aureomycin using compar- 
able doses, in vitro and in treating patients. How- 
ever, it was uniformly more effective against E. coli 
and enterococci than chloramphenicol. Its popularity 
for respiratory infections probably is due, in part, 
to the observation by Kneeland that the sputum of 
patients receiving terramycin contained more of the 
drug than was the case when comparable doses of 
aureomycin and chloramphenicol were used. In our 
own experience we have seen no evidence that it 
was better than aureomycin in respiratory infec- 
tions. 

Terramycin is prepared in all the dosage forms 
listed for aureomycin. Doses are comparable to those 
of aureomycin. The ampuls for intravenous use 
contain either 250 mg. or 500 mg. 


Chloramphenicol 


As previously stated, chloramphenicol is effec- 
tive against all of the infections in which aureo- 
mycin and terramycin have been effective. How- 
ever, when used against staphylococci and other 
Gram-positive microérganisms, relatively larger 
doses are required than with the other two. On the 
other hand repeated clinical trials have shown that 
it is superior to the other two in typhoid fever and 
other salmonella infections. Practically every author 
who has reported favorable results in typhoid fever 
comments on the fact that symptoms, including 
fever, are brought under control quickly—usually 
within 72 hours—but often the carrier state persists 
as long as was the case in preantibiotic days. There 
is some evidence that polymyxin B or neomycin in 
full doses by mouth may help terminate the carrier 
state if chloramphenicol fails to do so. Cortisone as 
a supplement to chloramphenicol was used by 
Smadel and his associates in eight cases of proven 
typhoid fever. Adults received an initial “loading” 
dose of 3.0 Gm. of chloramphenicol followed by 
1.5 Gm. at twelve-hour intervals for nine doses, 
followed by 1.5 Gm. once daily for 10 or 11 days. 
All received relatively large doses of Cortisone dur- 
ing the same period, starting with 200 mg. or 300 
mg. the first day, then 100 mg. daily for three or 


four days, divided into appropriate doses at six- to 
twelve-hour intervals. There was startling subjec- 
tive improvement, and practically all patients were 
afebrile within 24 hours. Woodward and co-workers 
treated a small series of typhoid patients with Cor- 
tisone alone. There was striking improvement in all 
of these cases within 36 hours, but one of the group 
of seven relapsed. These authors wisely conclude 
that although these results are of interest, one is on 
much safer ground to give Cortisone always along 
with chloramphenicol, rather than risk a temporary 
subjective improvement by Cortisone alone fol- 
lowed by a relapse because proper antibacterial 
therapy was omitted. 

In a number of viral and rickettsial diseases all of 
the “broad spectrum” antibiotics are of value, but 
Smadel, who probably has a wider experience than 
any other single worker in antibiotic therapy of 
these diseases, thinks chloramphenicol is slightly 
superior to the others in scrub typhus, murine 
typhus, Rocky Mountain spotted fever, rickettsial 
pox, and Q fever. 

Chloramphenicol is prescribed in capsules for 
oral administration of 50, 100, or 250 mg. size. Re- 
cently, administration in intravenous form, using 
acetyldimethylamine as the solvent in 1.0 per cent 
solution, has been described by Orr and associates. 
A dose of 15 mg. per kg. of body weight every six 
hours by this route is recommended. When chlor- 
amphenicol is given orally, the adult dose usually is 
1.5 to 3.0 Gm. initially, then a maintenance dose 
of 2.0 to 4.0 Gm. daily, divided into three or four 
doses at eight- or six-hour intervals. For calculating 
the dose in children, the basis of 100 mg. per kg. 
of body weight per day is about right. 

Untoward reactions to chloramphenicol are ex- 
tremely infrequent. Skin rashes have occasionally 
been reported but have not been observed by this 
author. We have occasionally encountered slight 
nausea and very rarely diarrhea, but these reactions 
are uncommon. 


Polymyxin 


The source of this antibiotic is Bacillus poly- 
myxa, an organism isolated in 1945 from English 
garden soil. Several strains isolated by two groups 
of workers in England produced five different vari- 
ants of polymyxin, having slightly different potency 
and toxicity, designated respectively as A, B, C, D, 
and E. Of these only polymyxin B is now used to 
any extent therapeutically. The trade name of Aero- 
sporin designates one brand of polymyxin B. 

Early therapeutic trials with polymyxins were 


accompanied with rather severe toxic effects. The 
persistence with which further efforts have been 
made to eliminate these has doubtless been due to 
the fact that polymyxin is effective in severe infec- 
tions caused by Pseudomonas aeruginosa, particu- 
rarly in meningitis due to this organism, but also in 
septicemias and urinary tract infections caused by it. 
Aerobactor aerogenes and Klebsiella pneumoniae 
are other organisms which, though highly resist- 
ant to other antibiotics, are susceptible to poly- 
myxin. It is also very effective against E. coli and 
H. influenzae and may eventually prove to be the 
agent of choice in systemic infections or meningitis 
caused by these bacteria. Lieberman and Jawetz 
have found it very useful also in Shigella infec- 
tions. 

Many of the most severe and intractable cases 
of urinary tract infections are due to Pseudomonas 
aeruginosa, Aerobactor aerogenes, and K. pneu- 
moniae. It is only rarely, however, that polymyxin 
is indicated in these conditions; first, because of its 
nephrotoxic effects, and, second, because such in- 
fections are nearly always associated with obstruc- 
tive lesions such as ureteral calculus, tumors of the 
kidney or bladder, etc. Regardless of what anti- 
bacterial agent is used, permanent cure of such 
infections will not be effected unless the obstructing 
lesion is removed. 

Polymyxin may be used intramuscularly, intra- 
thecally, or orally; so far, no safe preparation for 
intravenous administration is available. The intra- 
muscular dose range is 1.5 to 2.8 mg. per kg. of 
body weight per day, divided into doses at six- to 
twelve-hour intervals. Aerosporin brand polymyxin 
B is supplied in bottles containing 50 mg. of the 
dry preparation. One cc. of sterile isotonic salt solu- 
tion as a diluent and 0.5 cc. of 1 per cent procaine 
as a local anesthetic (because polymyxin is rather 
irritating when introduced into the muscles) are 
added, and the appropriate doses are given from 
this preparation. 

For intrathecal injection only isotonic salt solu- 
tion without procaine is added as the diluent, and 
the solution is made more dilute than for intramus- 
cular injection—10 cc. being added to the 50 mg. 
of Aerosporin powder. The daily intrathecal dose 
should not exceed 5 mg. for adults and children 
over 2 years of age. For infants under 2 years, 2 mg. 
may be used. Unless the meningitis is extremely 
mild the intrathecal dose should be given each day 
for three or four days, then every alternate day until 
the spinal fluid cultures have been sterile for three 
days. Intramuscular injections should be adminis- 
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tered according to the intraspinal dosage schedule. 

Oral therapy with polymyxin has been used as 
a prophylactic measure before gastrointestinal sur- 
gery, in doses of 200 to 400 mg. daily, divided into 
three or four doses at equal intervals. Since it is 
effective only against Gram-negative microérgan- 
isms, it should be accompanied by some other 
agent effective against the Gram-positive flora. Be- 
cause it is absorbed to a very limited degree from 
the gastrointestinal tract, it should not be counted 
upon for systemic effect when given by this route. 

Toxic effects with polymyxin have been fre- 
quent and severe. For this reason even the new, 
more highly refined preparations should be used 
with caution and only in conditions such as those 
enumerated above in which no other antibacterial 
agents have been effective and which are so se- 
vere that the very definite risk of serious side re- 
actions seems warranted. Renal damage manifested 
by albuminuria and a moderate degree of nitrogen 
retention has been reported by practically every 
worker who has used polymyxin in a large series 
of cases. All have observed that the nephrotoxic ef- 
fect was reversible, disappearing quickly after the 
drug was stopped. Effects on the nervous system 
have also been frequently observed. Of these, pares- 
thesias about the mouth, face. and scalp; dizziness; 
unsteadiness of gait; and diplopia have been the 
most common. These effects also have disappeared 
on withdrawal of the drug. If the meningitis or 
other systemic condition for which the patient is 
receiving the drug is of such severity as to make 
it unlikely that the patient will recover if poly- 
myxin is stopped, therapy with it should continue 
in the face of the above-mentioned reactions for 
several days. Usually the effects on the nervous 
system subside promptly when administration is 
terminated. 


Neomycin 


In vitro and animal protection tests have shown 
this antibiotic to be active against a wide variety 
of both Gram-positive and Gram-negative micro- 
érganisms, including the tubercle bacillus. It is 
effective against all the microérganisms for which 
polymyxin is useful and is more active than the 
latter against B. proteus. Many strains of tubercle 
bacilli which are resistant to streptomycin are sen- 
sitive to neomycin in relatively low concentration. 

Were it not for toxicity it would enjoy a very 
wide use because of its extremely broad spectrum. 
Although clinical trials are still under way, its use 
for all practical purposes is confined to oral admin- 
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istration for preparing patients for gastrointestinal 
surgery and for topical application to infected 
wounds and mucous surfaces. We have used it with 
good effect also in infectious diarrheas of uncertain 
etiology. Because it is absorbed practically not at all 
from the gastrointestinal tract and because it is ef- 
fective against both Gram-positive and Gram-nega- 
tive microérganisms, it is probably the best agent 
now available for ridding the gastrointestinal tract 
of organisms which would cause peritonitis if they 
escaped into the peritoneal cavity. After several 
days of its administration in doses of 1.0 Gm. every 
four hours by mouth, the intestinal flora is reduced 
chiefly to yeasts and fungi. 

When used intramuscularly the dose has been 
about 1.0 Gm. daily for adults, divided into equal 
doses at eight- or twelve-hour intervals. However, 
its use by this route has for the most part been 
abandoned because drug fever developed in about 
one-third of the patients so treated, and about a 
third of the patients developed paresthesias of the 
face, hands, and feet. Dizziness and tinnitus and 
eighth-nerve deafness have been common among 
those receiving the drug over relatively short 
periods. It also contains a nephrotoxic factor which 
causes albuminuria, casts, and azotemia in some 
patients. 

Topically the drug has been used with great 
success alone and in combination with bacitracin. It 
is especially useful in grossly contaminated wounds 
because of its wide antibacterial spectrum. It is 
hoped that many of the toxic properties of this anti- 
biotic may be removed by further purification. If so 
it would be one of the most widely used of all of 
the antibiotics. 


Bacitracin 


This antibiotic is quite effective against a wide 
variety of Gram-positive microérganisms including 
staphylococci; beta hemolytic streptococci; pneumo- 
cocci; Cl. welchii and other clostridia; some of the 
actinomyces; Treponema pallidum; and others. Its 
nephrotoxic properties and irritative local effects 
when injected intramuscularly have precluded its 
use except as a topical application. In this way, 
however, it has been used with great success in the 
form of wet dressings, ointments, and instillations 
into the nose and open cavities in solution in iso- 
tonic salt solution. Tablets for the treatment of gas- 
trointestinal infections due to bacitracin-sensitive 
organisms may be safely ingested, but at this time 
are little used. Troches containing bacitracin alone 
or bacitracin with penicillin Cwith which it is said 
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to exert a synergistic action) are used for local in- 
fections of the throat or mouth. Bacitracin with 
tvrothricin lozenges are also available. 


Tyrothricin 


Tyrothricin is a mixture of approximately 20 per 
cent gramicidin and 80 per cent tyrocidine. It is 
effective chiefly against Gram-positive microdrgan- 
isms—particularly staphylococci, streptococci, and 
pneumococci. Because of its property of hemolyzing 
erythrocytes, it is much too toxic for parenteral use 
and for irrigation of wounds or cavities in which 
there will be considerable absorption. It should be 
used only as a wet dressing in situations from which 
absorption will be minimal and in the form of nose 
drops and as troches for oral use. In these situa- 
tions it is often combined with polymyxin or baci- 
tracin. 


Conclusion 


An attempt has been made to outline in broad 
strokes the fields of usefulness of the antibiotics in 
common use. The hazards present in the adminis- 
tration of all of them have been pointed out. Ad- 
vantages and disadvantages of antibiotic combina- 


tions have been discussed. It is evident that the 
ideal antibiotic whose antibacterial spectrum would 
be wider than any of those so far introduced and 
whose toxic properties would be so mild as to make 
it universally safe has not been and probably never 
will be discovered. At present, the greatest need in 
the antibacterial field is for an agent which will 
be more effective than dihydrostreptomycin against 
the tubercle bacillus and to which bacterial resist- 
ance does not develop so readily. An agent which 
would combine the broad antibacterial range of 
polymyxin and neomycin without their toxic prop- 
teries would also be a tremendous boon. An anti- 
biotic effective against yeasts and fungi is urgently 
needed. The latter need has, of course, arisen in 
part as the result of the suppression of other organ- 
isms normally present in the environment of yeasts 
and fungi by other antibiotic agents. 

Until such new antibiotics are discovered, the 
physician faces the necessity of familiarizing him- 
self with the antibiotics now available, so that they 
may be used with the greatest therapeutic effect 
compatible with safety for the patient. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 


"COMPENSABLE SERUM HEPATITIS 


Homo ocous serum hepatitis may be an occupational disease among medical personnel working 


with blood and its derivatives, according to Trumbull and Greiner (J.A.M.A., 145:965, 1951). 
They report sixteen cases of the disease in blood bank workers, physicians, nurses, laboratory tech- 
nicians, and a dentist. All had duties that exposed them regularly to the possibility of accidental 
parenteral inoculation of blood or its derivatives. The evidence that these were indeed instances of 
an occupational disease was strong enough that the authors believe that such cases should be re- 
garded as compensable under industrial insurance. Prevention of this occupational hazard can best 


be afforded by rigid adherence to the principles of asepsis on the part of those handling blood and 


blood derivatives. 


IMPORTANCE OF PUPILLARY REACTIONS 


Puprtxary reactions in health and disease provide rich material for the anatomist, pharmacologist, 


and clinician alike. Subject to innumerable congenital malformations as well as daily fluctuations 
in size, liable to be modified by age, and susceptible to the effect of drugs, injury, and disease, 
the pupils may be likened to a pair of mirrors in which strange events can be viewed with varying 
shades of distinctness, so long as they are considered in relation to the images emanating from 
other sources; but mirrors artificially isolated will cloud the issue and lead us into distortion, like 


the mirrors that adorn the walls of a fun-fair.—Lancet, May, 1951. 
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Chips from Other Journals 


Benign Ovarian Cystomas 


Bevievinc that preservation of ovarian tissue is es- 
sential and desirable in all cases of benign neo- 
plasms of the ovaries, Randall and Hall tollowed 
the course of a number of patients operated on for 
ovarian neoplasms during a twelve-year period (Am. 
]. Obst. & Gynec., 62:806, 1951). In the 1,112 
women observed in this study, 47.3 per cent of the 
cases were benign cystomas of the ovary including 
unilocular simple cystomas, multilocular cystade- 
nomas, and dermoids. It was found that the inci- 
dence of development of this type of tumor in a 
remaining ovary, after one ovary had been removed, 
was certainly too low to justify routine bilateral 
odphorectomy. On the basis of their experience, the 
authors believe that when a benign cystoma is dis- 
covered in one ovary and the other ovary appears 
to be normal, the tumor should be resected, if pos- 
sible leaving a shell of residual ovarian tissue on 
the involved side, and certainly leaving the other 
ovary undisturbed. The authors make special note 
of the significance of an ovarian tumor in a patient 
over 50 years of age. They mention a frequently 
quoted generalization to the effect that a tumor dis- 
covered in these circumstances should be regarded 
as malignant. On the basis of this generalization, 
preoperative irradiation has been suggested as a 
routine procedure. The authors found, however, 
that there was a 40 per cent chance that such a pel- 
vic tumor was not malignant, and they therefore 
do not consider preoperative irradiation to be ad- 
visable. 


Blood Pressure Determinations 


THE committee to revise standardization of blood 
pressure readings has recently published recom- 
mendations for human blood pressure determina- 
tions by sphygmomanometers (Circulation, 4:503, 
1951). An important departure from the recom- 
mendations formulated in 1939 concerns the 


method of recording the diastolic blood pressure. 
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On the earlier occasion it was suggested that two 
values tor diastolic pressure be recorded; for ex- 
ample 140/80-70. The higher diastolic recording 
represents the time at which the sounds suddenly 
become muflled, while the lower recording repre- 
sents the value at which all sounds disappear. This 
method of recording diastolic pressure has never 
been popular. For this and other reasons, the com- 
mittee now recommends that the diastolic pressure 
be recorded at that point at which there is com- 
plete cessation of sounds. Under conditions in 
which no cessation of sounds occurs, the point of 
muffling should be taken as the diastolic pressure if 
distinctly heard, and should be recorded as the 
point of muffled sounds. When no clear demarca- 
tion of the muffling is heard, diastolic pressure 
should be left indefinite and so indicated; for ex- 
ample, 150/30 ?. 


Treatment of Ventricular Fibrillation 


On THE basis of their experiences, Johnson and 
Kirby believe that the unexpected development 
of ventricular fibrillation in hospitalized patients 
should permit an incidence of complete recovery 
of more than 40 per cent (Ann. Surg., 134:672, 
1951). Speed is obviously the keynote to adequate 
treatment. 

A diagnosis of cardiac arrest is apparent from the 
sudden disappearance of a palpable pulse and au- 
dible blood pressure. Unless an electrocardiograph 
is attached to the patient at the time, one has no 
means of deciding whether the heart has stopped 
beating entirely or is in a state of ventricular fibril- 
lation. Therefore, exploratory thoracotomy must be 
performed immediately. The only equipment ne- 
cessary for this purpose is a scalpel. When the heart 
is exposed there is seldom doubt as to whether the 
ventricles are fibrillating. 

Cardiac massage and artificial ventilation of the 
lungs are started immediately. The latter can be ac- 
complished temporarily by mouth-to-mouth breath- 
ing. In performing cardiac massage, the rate of car- 


diac compression should be rapid (80 to 120 times 
per minute), and the venous return to the heart 
should be augmented by moderately rapid intrave- 
nous infusion of saline solution and blood. Pro- 
caine amide should be given intravenously, if not 
already given prophylactically, to diminish the ir- 
ritability of the myocardium. After several minutes 
of cardiac massage the myocardium should be oxy- 
genated adequately for an attempt to be made at 
defibrillation of the ventricles. The defibrillator is 
a rather simple device which restores normal ven- 
tricular contractions by means of an electric shock. 


Interpretation of Serial X-Rays 


YERUSHALMY et al. have tried to evaluate the reli- 
ability of the interpretation of serial chest x-rays 
(Am. Rev. Tuberc., 64:225, 1951). A set of 150 
pairs of films (standard 14 by 17-inch size), ob- 
tained three months apart, were interpreted inde- 
pendently on two occasions by six men (three ex- 
perienced radiologists and three recognized phthisi- 
ologists). When the paired films of patients with 
tuberculosis were judged for evidence of progres- 
sion, regression, or stability of the disease, disagree- 
ment of interpretation between two readers occurred 
in about one-third of the cases. Moreover, a reader 
was found to be likely to contradict himself in one- 
fifth of the cases. 


Quinidine for Ventricular Tachycardia 


Harris and co-workers have carefully studied the 
influence of intravenous quinidine therapy upon 
high-frequency ectopic ventricular tachycardia as- 
sociated with myocardial infarction which was in- 
duced experimentally in dogs (Circulation, 4:522, 
1951). From these studies certain clinical implica- 
tions are derived. It is believed that control of a 
high-frequency ventricular tachycardia of the type 
described requires administration of large and rela- 
tively frequent doses of quinidine. A large dose of 
morphine sulfate is effective in stopping or prevent- 
ing all vomiting and diarrhea which might result 
from quinidine. Major toxic manifestations include 
intense dyspnea, hypotension, and prolongation of 
the QRS complex by as much as 75 to 100 per cent 
of the control. These are regarded as important 
warning signs that quinidine should be withheld. 
Finally, the authors believe that it is not necessary 
to eliminate all ventricular ectopic beats. A reduc- 
tion of the rate of a ventricular tachycardia from 
200-250 per minute to 100 will abolish danger of 


ventricular fibrillation. They emphasize that the 
constant presence and frequent use of an electro- 
cardiograph should be required during the treat- 
ment of ventricular tachycardia with quinidine or 
other suppressor drugs. 


Nutritional Deficiencies in Pregnancy 


Tue general importance of optimal nutrition in 
pregnant women is recognized by all. In addition, 
Tompkins and Wiehl believe that optimal nutri- 
tion has a specific importance in the prevention of 
toxemias of pregnancy and premature labor (Am. 
]. Obst. & Gynezc., 62:898, 1951). They point out 
that, with reference to toxemias and premature 
labor, a delicate balance exists in the pattern of 
gain in weight throughout pregnancy. A tendency 
to premature labor is established by an initial un- 
derweight status of the patient and a failure to gain 
at a satisfactory rate during the first two trimesters. 
This tendency is believed to be correctable without 
reference to weight gain when the diets of the 
patients are supplemented with vitamins and ma- 
terial of high protein content. It is emphasized that 
when a failure to gain weight at a normal rate dur- 
ing the first two trimesters makes the likelihood of 
premature delivery apparent, the situation should 
not be treated by causing a rapid gain in weight 
during the latter part of the second trimester and 
during the third trimester. Such a procedure moves 
the patient into a group having increased probabil- 
ity of toxemia. A tendency to pre-eclampsia or 
eclampsia is apparently greater in patients who 
show rapid gain in weight during the second tri- 
mester. This contingency is met by restricting the 
caloric intake; at the same time there should be a 
large intake of vitamins and protein, factors which 
seem to reduce the incidence of toxemia of preg- 
nancy more than casually. 


The Poor-Risk Surgical Patient 


ALTHOUGH a patient may have no complicating 
serious disease, the debility produced by his basic 
illness may be enough to make him a poor opera- 
tive risk in the eyes of the experienced surgeon. 
Bigelow, Fleming, and Gornall believe that this 
term implies mainly that the patient has a tendency 
readily to enter a state of shock during a major 
operative procedure (Canad. M. A. J.,65:37, 1951). 
In their investigation of the factors creating this 
tendency, the authors found that such patients uni- 
formly showed a serious reduction in blood volume 
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related in degree to their weight loss. Replacement 
of the blood volume deficit by whole blood trans- 
fusions prior to major surgery provided a method 
for protecting the patient from surgical shock. A 
rough estimate of the amount of blood necessary to 
restore the blood volume to normal could be made 


at about 50 cc. per pound of weight lost. 


Therapy of Pneumococcic Meningitis 


At PRESENT penicillin is the most effective form of 
therapy for pneumococcic meningitis. Approximate- 
ly one-third of the patients with pneumococcic men- 
ingitis die even though penicillin is used early. 
When aureomycin became available and was shown 
to be effective in the therapy of pneumococcic men- 
ingitis, Dowling and Lepper decided to test its ef- 
ficacy by treating alternate patients with either pen- 
icillin alone or a combination of penicillin and au- 
reomycin (Arch. Int. Med., 88:489, 1951). When 
patients of all ages were considered, the fatality 
rate was much lower among those treated with pen- 
icillin alone (30 per cent) than among those who 
received both antibiotics (79 per cent). Further- 
more, when recovery occurred, it was much more 
rapid in the patients treated with penicillin alone, 
as judged by the rapidity of the fall in fever and in 
the leukocyte count of the spinal fluid. 

The authors feel that the explanation for these 
observations is found in the antagonism that exists 
between aureomycin and penicillin when these are 
used in combination. 


Open Air Therapy of Burns 


THE most important advantage of open air therapy 
for severe burns is a decrease in time of hospitaliza- 
tion, according to Blocker and co-workers (Ann. 
Surg., 134:574, 1951). The authors have used the 
method on an experimental basis in 104 acute and 
subacute burn patients. They point out that this 
would be a most feasible method of handling large 
numbers of burn casualties in the event of a 
civilian catastrophe. 

In the regimen which these investigators em- 
ployed, the burned area was first washed thoroughly 
with detergents and large quantities of warm salt 
solution. The patient was then placed on sterile or 
clean sheets with the burned surface completely 
exposed to the air. Within two or three days the 
raw surfaces became covered with a thin crust. 
Crusts were inspected daily. When cracks occurred, 
the undermined crust was cut away on both sides, 
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and a small pattern of wet gauze, cut to fit the raw 
area, was applied and allowed to dry out. In burns 
of mild second degree, healing was usually com- 
plete between the eighth and sixteenth days, and 
the crusts fell off spontaneously. In more severe sec- 
ond degree burns, the crust remained adherent and 
became slightly elevated above the surface of the 
surrounding normal skin. In third degree burns the 
crust also remained adherent but was contracted 
below the level of the surrounding tissue. In any 
event, the change in the appearance of the crust 
gave an indication of the optimal time for excision 
of the slough from the underlying tissue, and ap- 
propriate skin-grafting. 


Facet Synovial Impingement 


KraFt AND LEviNTHAL believe that many examples 
of so-called sacroiliac strain are a result of impinge- 
ment of the vertebral facets upon the highly sensi- 
tive synovial membrane (Surg., Gynec. & Obst., 
93:439, 1951). Such impingement is likely to oc- 
cur when the spine moves into a position of exten- 
sion from one of flexion. In many cases, therefore, 
the patient describes a “catch” at the time he was 
straightening up after bending forward to pick up 
an object. As a result of the impingement, the syno- 
vial tissue becomes edematous and inflamed, and 
the capsule becomes distended with fluid. 

Localization of the involved facet can usually be 
accomplished by detection of point tenderness. Pro- 
caine solution is injected into and about this area. 
Then with the patient lying on his side, an effort 
is made to free the pinched synovial tissue by ro- 
tating, manually, the pelvis in one direction and 
the thorax in the opposite direction. Conservative 
treatment also includes rest in a firm bed with hips 
and knees flexed. Later the patient is fitted with a 
suitable brace, and exercises are prescribed to de- 
velop the muscles of the torso. 


Cancer and Ulcerative Colitis 


Apmittinc that many pathologists believe that 
there is no relationship between carcinoma of the 
colon and chronic ulcerative colitis, Lyons and Gar- 
lock nevertheless believe that long-standing, severe 
ulcerative colitis does bear a relationship to the oc- 
currence of malignant change (Gastroenterology, 
18:170, 1951). The incidence of cancer was 3.9 
per cent in their 226 cases of surgically-treated ul- 
cerative colitis. When the ulcerative colitis had 
been present for more than twelve years, the inci- 
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dence was 36 per cent, and the likelihood of de- 
velopment of a neoplasm was all the greater when 
polypoid degeneration of the mucosa had taken 
place. For these reasons the authors believe that it 
is distinctly dangerous to leave an involved portion 
of rectum or colon in place for a long time. 


Errors in Hemoglobin Determinations 


Biccs and Allington have demonstrated that varia- 
tions in hemoglobin readings can result from other 
factors than technical errors of the method (J. Clin. 
Path., 4:211, 1951). These other factors include dif- 
ferences between one capillary blood sample and 
another, and changes in the level of hemoglobin 
from one day to another. Venous blood samples 
showed differences as great as those between capil- 
lary samples. Among other practical aspects of this 
study, it is pointed out that the same sample of 
venous blood should be used for hemoglobin and 
hematocrit readings when such readings are for the 
purpose of computing the mean corpuscular hemo- 
globin concentration. 


ACTH for Thrombocytopenic Purpura 


Evans and Liu administered ACTH to a patient 
with unremitting, severe, primary thrombocytopenic 


purpura (Arch. Int. Med., 88:503, 1951). In this 


case an exacerbation had followed splenectomy. 
ACTH induced a remission which lasted four 
months. The response to a second course of ACTH 
therapy was more sluggish than to the first course. 
Cessation of spontaneous purpura, decrease in ca- 
pillary fragility, and return of the bleeding time to 
normal preceded the rise in thrombocyte count dur- 
ing each of the two remissions. 


Retroperitoneal Tumors of Children 


A report of 88 cases of retroperitoneal tumors in 
infants and children, by Snyder and his co-workers, 
indicates that more than 95 per cent of such tumors 
are malignant (Arch. Surg., 63:26, 1951). In al- 
most 90 per cent of the cases the tumor was either 
an embryoma of the kidney CWilms’ tumor) or 
a neuroblastoma. In about half the cases the symp- 
toms produced by the tumor were a result of its 
local growth, causing enlargement of the abdomen 


and a palpable mass. In the other half of the pa-" 


tients, systemic manifestations predominated, in- 
cluding disordered gastrointestinal function, weak- 
ness, and anemia. In any event, by the time of the 


patient's admission to the hospital an abdominal 
mass could be palpated in 88 per cent of the cases. 
The test which gave most aid in establishing a di- 
agnosis of a retroperitoneal mass was a contrast 
pyelogram. The authors emphasize that curative 
treatment requires surgical excision of the tumor, 
although postoperative x-ray therapy is also useful. 
Preoperative x-ray therapy is probably justifiable 
if the tumor is very large and strongly suggests 
Wilms’ tumor. 


Subdural Hematoma in Infants 


BirnTH TRAUMA is the most common precipitating 
factor of subdural hematoma in infancy, according 
to Kinley, Riley, and Beck (J. Pediat., 38:667, 
1951). Many infants afflicted with this condition 
apparently do well in spite of their traumatic births. 
Then days, weeks, or months later they develop 
an insidious pattern of nonspecific symptoms, such 
as teeding problems, failure to gain in weight, men- 
tal retardation, irritability, and lethargy. After some 
time intractable vomiting, convulsions, or the de- 
velopment of some unrelated infection leads to hos- 
pitalization of the infant. 

The most important findings on initial examina- 
tion are those of a chronic increase of intracranial 
pressure, including enlargement of the head, widen- 
ing of the sutures or pressure markings on x-ray, 
and delayed closure of the fontanel. Occasionally 
there are evidences of a recent aggravation of the 
increase in intracranial pressure, such as tense fon- 
tanel and retinal hemorrhages. Such findings are 
an indication for performing a subdural puncture 
in order to establish the presence or absence of sub- 
dural fluid in abnormal amounts. In cases of sub- 
dural hematoma the infant often improves tempo- 
rarily following withdrawal of subdural fluid. The 
fluid may be bloody, xanthochromic, or even clear, 
and it reaccumulates with variable rapidity. In most 
instances, therefore, definitive surgical treatment is 
finally necessary. 


Blood Transfusions 


Accorpinc to Talbot, the ease with which blood 
can be procured and administered has increased 
greatly the problems incidental to blood trans- 
fusions (Surg., Gynec. & Obst., 93:411, 1951). A 
special instance is the case of the Rh-negative pa- 
tient who requires radical surgery which cannot be 
accomplished without transfusion of large amounts 
of blood at the time of operation. In this circum- 
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stance the blood bank may not be able to supply 
sufficient Rh-negative blood, so that consideration 
must be given to the administration of Rh-positive 
blood to the patient. This should not be done un- 
less it is known that the patient has not been pre- 
viously sensitized to the Rh factor. Afterward, it is 
of the utmost importance that the patient should 
receive only Rh-negative blood in the event that 
other transfusions are necessary during his lifetime. 

The other problem arising from the increased 
use of blood transfusions is an increase in the in- 
cidence of those hazards which may attend trans- 
fusion ih any case. These hazards are: (1) depres- 
sion of erythropoiesis; (2) homologous serum hepa- 
titis; (3) artificial polycythemia; (4) hemolytic 
transfusion reactions; and (5) pyrogenic transfus- 
ion reactions. 


Surgery During Anticoagulant Therapy 


REcocGNiziNc that it is sometimes desirable to op- 
perate on a patient who has been under treatment 
with an anticoagulant without mitigating the anti- 
coagulant effect, Laufman, Preston, and Bourdeau 
have evaluated the safety of this procedure in hu- 
mans as well as in animals (Arch. Surg., 63:60, 
1951). They found that gelatin sponge effectively 
controlled bleeding when coagulation times or pro- 
thrombin levels did not exceed those considered to 
be within the range of safe therapeutic limits. 
However, when such limits were exceeded, hemo- 
stasis could not be achieved with gelatin sponge 
alone. The findings indicate that patients receiv- 
ing anticoagulant therapy can safely undergo sur- 
gical operations without withdrawing the antico- 
agulant effect. 


Thyrotoxicosis During Pregnancy 


Occurrence of hyperthyroidism and pregnancy in 
the same patient is no more frequent than might 
be expected from the chance coexistence of the two 
conditions. However, when the two conditions are 
associated, prompt treatment of the hyperthyroidism 
is necessary if a live baby is to result. 

Astwood has shown that excellent results can 
be achieved by administration of propylthiouracil 
(J. Clin. Endocrinol., 11:1045, 1951). He reports 
on 19 patients who were pregnant during or shortly 
after antithyroid therapy for hyperthyroidism. Most 
of the patients were treated with propylthiouracil. 
Initial dosages of 100 mg. every eight hours were 
given until the patient became euthyroid; at this 
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time the dosage was reduced to 50 mg. every eight 
hours. Special care was taken to avoid the provoca- 
tion of frank hypothyroidism for fear of the effect 
this might have on the fetus. In the 19 patients, 22 
pregnancies were managed in this way, and 22 
living children resulted. There was no evidence of 
a deleterious effect of the treatment on the infant 
in any case, and fetal goiter was not observed. 


Determination of Placental Site 


From a study of his own cases as well as an analy- 
sis of the reports of other investigators, Stevenson is 
confident that the location of the placenta largely 
influences fetal presentation (Am. J]. Obst. & 
Gynec., 62:488, 1951). He believes that the major 
cause of transverse or oblique presentation of the 
fetus in the latter part of pregnancy is the implan- 
tation of the placenta in the fundus of the uterus 
or in the lower uterine segment. In a similar way, 
the principal cause of persistent breech presenta- 
tion in single, term, or near-term pregnancies is the 
cornual-fundal implantation of the placenta. 

A knowledge of the typical placental positions in 
the uterus in patients with breech and transverse 
presentations of the fetus can be of considerable 
value when correctional external cephalic version 
of the fetus is being contemplated. The method of 
performing external cephalic version, which Steven- 
son recommends, is in general similar to that com- 
monly practiced, except that he never knowingly 
grasps or applies pressure to any fetal part when it 
lies against any portion of the placenta. In other 
words he does not attempt to handle a fetal part 
if any of the placenta lies between his hand and 
that part. In this way there is practically no chance 
of injuring the placenta during external version. 
For this reason it is essential to determine the posi- 
tion of the placenta before attempting a version. 

In cases of breech presentation, a fairly accurate 
general idea of which cornu of the uterus the pla- 
centa occupies can be gained by palpating the 
fundus and determining on which side of the mid- 
line the fetal head lies. If, for example, the head 
lies slightly or wholly to the right, then one can 
deduce that the placenta is implanted in the left 
cornual-fundal region, and it can be easily avoided 
in the maneuvering of the fetal poles. Accurate de- 
termination of the site of the placenta can be made 
by soft tissue placentography x-rays, and this kind 
of study is of utmost importance in cases of trans- 
verse presentation in order to discover whether or 
not there is a placenta previa. When transverse 


rem 
: 
83 


presentation is a result of implantation of the pla- 
centa in the fundus, external cephalic version can 
be attempted. On the other hand, when such pres- 
entation is a result of placenta previa, external ver- 
sion is contraindicated. 


Dystocia 


From his appraisal of the use of criteria of inlet 
contraction, Kaltreider concludes that the methods 
of measurement of the pelvic inlet have no absolute 
value in deciding whether or not vaginal delivery 
can be accomplished (Am. J]. Obst. & Gynec., 
62:600, 1951). He believes that in all pelves with 
vertex presentation without previous Cesarean sec- 
tion, there must be a trial of labor. Under such cir- 
cumstances labor will decide whether vaginal deliv- 
ery or Cesarean section is necessary. The risk of a 
trial of labor in doubtful cases has been largely re- 
moved by the use of antibiotics routinely in patients 
with suspect pelves. On the other hand, when the 
pelvic inlet is thought to be abnormally small and 
uterine inertia is also present, one should consider 
Cesarean section earlier than when the pelvis is 
normal and uterine inertia is present. 


X-Ray Therapy for Carcinoma of Esophagus 


Tue five-year-cure rate is extremely low for carci- 
noma of the esophagus treated by either surgery or 
irradiation. Watson and others report on twelve pa- 
tients treated by multifield beam-directed deep x- 
ray therapy (J. Thoracic Surg., 22:216, 1951). Five 
of these patients are alive and apparently free from 
disease locally for periods up to fifty-two months. 
The remaining seven died three to thirty-eight 
months after treatment. Autopsies were obtained in 
four cases. In each, the esophagus and surrounding 
tissue were carefully examined, and multiple sec- 
tions were taken. No evidence of carcinoma was 
found in the treated areas. 


Dicumarol Given During Pregnancy 


Attruoucn thrombosis of the deep veins is fortu- 
nately rare during pregnancy, it is occasionally en- 
countered, and thrombophlebitis in a superficial 
varicose vein is somewhat more common. Refer- 
ences to anticoagulant therapy of such complica- 
tions in pregnant women are quite few. Recently, 
however, Wright has reported on the administra- 
tion of Dicumarol to nine pregnant women afflicted 


with venous thrombosis (J. Obst. & Gynaec., Brit. 


Emp., 58:273, 1951). The drug was given in 
amounts sufficient to maintain the prothrombin 
level of the maternal blood between 30 to 40 per 
cent of normal, a figure somewhat higher than that 
usually advocated in Dicumarol treatment. How- 
ever, satisfactory control of the venous disease was 
associated with the therapy. There was no evidence 
of a tendency to abnormal bleeding in the mothers, 
and the single neonatal death in the series was not 
attributable to the treatment. The author empha- 
sizes that the administration of Dicumarol or sim- 
ilar substances to the mother should be stopped 
at least a few days prior to the onset of labor 
to minimize a tendency to hemorrhage in the new- 


born. 


Compensability of Myocardial Infarction 


THE COMPENSATION aspects of coronary artery dis- 
ease in industrial medicine are discussed by Thomp- 
son (Arch. Ind. Hygiene & Occup. Med., 3:292, 
1951). He calls attention ot the fact that no matter 
what the opinion of the physician is regarding in- 
dustrial responsibility in heart cases, the final de- 
cision rests in the hands of laymen and is made by 
lawyers and the industrial accident commission. 
They usually ask medical counsel but draw their 
own conclusions. 

With regard to coronary artery disease, Thomp- 
son takes the rather orthodox view that individual 
attacks of angina pectoris and myocardial infarction 
due to coronary occlusion have no distinct rela- 
tionship to a man’s occupation. However, he cites 
cases in which the California Industrial Accident 
Commission ruled that coronary occlusion was com- 
pensable. He agrees with other medical authorities 
that myocardial infarction provoked by severe coro- 
nary insufficiency after unusual exertion during 
working hours is an industrial illness and should 
be compensated accordingly. He believes that “a 
great deal could be gained by having a board com- 
posed of medical persons appointed by the state 
medical association, insurance actuaries appointed 
by the insurance companies and legal persons ap- 
pointed by the governor. This group could sit down 
and decide certain limiting factors of industrial ill- 
nesses. This board could decide broad policies along 
the lines of the above discussion. For example, they 
could decide that no coronary occlusion would be 
acceptable as an industrial illness and that only 
myocardial infarctions due to acute coronary insuf- 
ficiency, without coronary occlusion, would be ac- 
cepted as industrial.” 
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Iuformation Please 


Treatment of Bone Condition 


Q. What is the treatment of a bone condition diagnosed by 
x-ray as osteoporosis in a woman aged 65? Her chief complaint 
is a painful ankle and foot. 


A. At the start, it should be understood that 
osteomalacia and osteoporosis are sometimes con- 
fused when x-ray examination is the only criterion 
for diagnosis. For purposes of answering this ques- 
tion, it will be assumed that the disease is indeed 
osteoporosis; treatment for osteomalacia is not the 
same. 

Osteoporosis is that category of “two-little-calci- 
fied-bone” due to a failure in bone formation, pre- 
sumably because the osteoblasts fail to lay down 
the protein matrix. The cardinal principle in treat- 
ment, therefore, is to stimulate the osteoblasts to 
lay down matrix. Patients with osteoporosis have 
adequate amounts of calcium and phosphorus in 
their body fluids for bone formation but do not 
have a place in which to deposit the bone salt. In 
this disease, bone formation can be stimulated by 
the administration of gonadal hormones. A combi- 
nation of estrogens and androgens is better than 
either alone. 

Specifically, one may administer a preparation 
such as conjugated estrogens (equine), of which 
the best example is Premarin, in a dosage of 1.25 
mg. 3 times a day by mouth for 4 weeks on and 1 
week off. The patient should be warned that after 
she has been on this program for a period, there 
may be estrogen-withdrawal bleeding during the 
period without therapy. This is not to alarm her. If, 
however, she bleeds while she is taking the medica- 
tion, she should come to the doctor at once and be 
checked. This amount of estrogen is thought to be 
necessary because it will cause stimulation of osteo- 
blasts. In addition to that, the patient should be 
given either methyltestosterone, 10 mg. by mouth 
2 or 3 times daily, or 75 mg. of testosterone as a 
pellet implanted in the anterior aspect of the thigh 
once every 3 months. 
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Certain adjunct procedures are important. The 
patient should be given a diet that is high in pro- 
tein and should take at least 6 glasses of water per 
day. It is well to avoid any excess of calcium in the 
intake, and not more than | glass of milk per day 
is indicated. Furthermore, the patient should not 
have added vitamin “D” or added calcium salts. 
The immobilization should be reduced to a mini- 
mum, and the patient should be encouraged to walk 
around and to be as active as she can. Any acutely 
damaged areas can be supported by casts or braces. 
If the steroid hormone therapy suggested induces 
retention of extracellular fluid and thus produces 
edema, certain measures can be tried. First of all it 
would be well to reduce the sodium intake. If this 
does not control the edema, then ammonium 
chloride and/or mercurial diuretics are indicated. 
Finally, as a last resort the steroid hormone therapy 
may have to be reduced in amount. 

For further information regarding the treatment 
of this disease, reference may be made to the book 
by Albright, F., and Reifenstein, E. C., Jr.: The 
Parathyroid Glands and Metabolic Bone Disease, 
Selected Studies, Williams & Wilkins Company, 
Baltimore, 1948. 


Legality of Giving an Injection 


Q. | recently was asked to suture a laceration received by 
a young football player during a game. Since the game 
had been played on a rodeo ground, | felt tetanus antitoxin 
was indicated. The young man was from another town, and the 
coach accompanying him to my office did not want me to give 
the boy the antitoxin (he had not been vaccinated), because he 
was under the impression it is illegal to give an injection to a 
minor without the parent’s consent. | would be interested to 
know if this contention is true. 


A. When a laceration is received during a foot- 
ball game where the game has been played on a 
rodeo ground, there is every reason to believe that 
the tetanus organisms might be present. Therefore, 
the giving of tetanus antitoxin is certainly indicated. 
As to when it should be given is another question. 
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If the patient is a minor, no treatment can be given 
unless it is given under emergency circumstances. I 
believe the suture of the wound should be looked 
upon as an emergency and therefore should be car- 
ried out. As far as I can find out, there is no legal 
objection to the giving of tetanus antitoxin under 
these circumstances. If there is an objection by the 
player’s coach to giving the antitoxin, then I believe 
there is no harm done in waiting until the patient 
can be taken care of by his family doctor with the 
knowledge and consent of his parents. Delay of a 
few hours in giving tetanus antitoxin would not be 
particularly deleterious to the patient. 

In such a case, that doctor who took care of the 
laceration should write a detailed description of 
what was done, and should also state that in his be- 
lief the patient should have tetanus antitoxin, that 
it was not given because of the coach’s objection, 
but that it is recommended that he be given tetanus 
antitoxin by his own physician as soon as consent 
for such an injection can be obtained from the 
parents. 


“Pacifiers” for Crying Infants 


Q. Are there any objections to the routine use of “pacifiers” for 
crying infants? 

A. Use of the pacifier during infancy is a harm- 
less practice. It is now generally regarded as the 
same sort of activity as gum chewing in childhood 
and cigarette smoking in adulthood. It is less un- 
desirable than thumb-sucking which sometimes 
leads to temporary deformity and even infection of 
the thumb, and which may, when practiced vigor- 
ously, displace the teeth. 


Ligature of the Hepatic Artery 


Q. What is the status of ligature of the hepatic artery in cir- 
rhosis of the liver with esophageal varices? Has this procedure 
been carried out in cases where the etiology is hemochroma- 
tosis, and if so, has any change in glucose metabolism been 
noted? 


A. This operation has been performed on com- 
paratively few cases, and little information has been 
published to date. We have not read of a case in 
which the operation has been done for hemochro- 
matosis. 

The status of this method of treatment of portal 
hypertension is still in process of evaluation. It 
seems reasonable to assume that the operation 
should not be done in cases of cirrhosis in which 
there is evidence of serious hepatocellular damage. 


It is also conceded that the operation should not be 
performed except in cases in which portal hyper- 
tension is definitely the cause of serious clinical 
effects. The foremost indication would seem to be 
bleeding from esophageal varices. The rationale for 
ligating the hepatic artery is reported by Rienhoff 
to be that the volume of blood entering the liver is 
thereby reduced approximately 25 per cent. This 
reduction in total hepatic blood flow is reflected in 
a considerable lowering of portal vein pressure. 
Still further lowering may be effected if the splenic 
artery is also ligated at the same operation (Rien- 
hoff, W. F., Jr.: Bull. Johns Hopkins Hosp., 
88: 368, 1951). 


Chlor-Trimeton for Relief of Asthma 


Q. After an extensive investigation by an allergist was unsuc- 
cessful for relief of asthma in a 16-year-old girl, it was found by 
chance that Chlor-Trimeton, 4 mg. every 6 hours, would give 
relief. How long can and should one continue this with safety? 


A. Protracted use of any drug in asthma is un- 
desirable. As to antihistaminics, some believe that 
continuous routine administration interferes with 
the protective mechanism of allergy. 

Therefore, Chlor-Trimeton should be administered 
only during the acute phase of the disease. A re- 
check on the patient’s sensitizations and a new 
program of hyposensitization and of combating sec- 
ondary infection should be mapped out. 


Discovery of Stone After Cholecystectomy 


Q. What is the treatment of a patient who, subsequent to cho- 
lecystectomy and duct exploration, is found to have a stone in 
the lower third of the common duct? What can be done to avoid 
surgery? | have used saline irrigations and tried to instill ether 
into the duct. The patient has had pain with ether instillations 
to such a degree that | have resorted to gravity instillation of 
5 ce. of ether, but | doubt if this will be effective. 


A. In the patient who, subsequent to cholecystec- 
tomy and common duct exploration, is found to 
have a stone retained in the lower third of the com- 
mon duct, little can be expected from anything 
except surgical removal of the stone. In such 
cases it is wise to leave the common duct tube in 
place, and the earlier the surgery can be performed, 
the better and easier the operation. 

Many efforts have been made to remove common 
duct stones by nonoperative means. Pribram in 
1935 suggested the use of ethyl ether instilled 
through a T-tube after aspiration of bile. Since 
that time, many articles have appeared which deal 
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with the nonoperative treatment of the retained 
stone. The latest article by Strickler, Muller, Rice, 
and Baronofsky which appeared in the Annals of 
Surgery (February, 1951, p. 174), entitled “Non- 
operative Treatment of Retained Post-operative 
Common Duct Stones,” described the methods 
used by these University of Minnesota investiga- 
tors. They report four cases in which the stone 
appeared to disappear by the use of the following 
techniques: 

Ten cc. of 1 to 500 Nupercaine solution was in- 
stilled into the T-tube in the common duct after 
bile had been aspirated. Ten minutes later 5 cc. of 
a mixture of 2/3 ether and 1/3 alcohol was in- 
jected. Fifteen minutes later this solution was 
withdrawn, and 5 cc. of warm mineral oil was 
inserted. The tube was clamped. This procedure 
was continued twice daily for 25 days, and then 
once daily for 14 days, then every other day for 25 
days. In their first case, the stone disappeared on 
the cholangiogram after this therapy. 

Intraductal Nupercaine opens the sphincter, per- 
mitting release of pressure and passage of frag- 
ments through the ampulla, thus affording the 
patient complete relief from pain ordinarily asso- 
ciated with ether flushes. In one case they used 
1.5 per cent Metycaine instead of Nupercaine. 
They point out that this therapy is essentially a 
success, but one of their cases did not appear to 
have the stone dissolve for a period of fourteen 
weeks. (Further bibliography on the subject will be 
sent on request.) 


Antagonistic Antibiotics 


Q. Are there any antibiotics which are antagonistic or which 
tend to neutralize the action of each other when given together? 

A. The clinical evidence pertaining to this ques- 
tion is relatively scant. Jawetz and his collaborators 
have performed numerous in vitro and in vivo 
mouse studies on this problem. The action of 
penicillin is apparently bactericidal upon the ac- 
tively proliferating bacterial cell. The newer broad 
spectrum antibiotics, chloramphenicol, aureomycin, 
and terramycin, are bacteriostatic and suppress bac- 
terial growth. Hence, the simultaneous use of any 
of the newer antibiotics with penicillin does not 
appear rational. 

It has been shown experimentally, furthermore, 
that when bacterial strains of S. pyogenes and K. 
pneumoniae are exposed to chloramphenicol and 
aureomycin in less than bacteriostatic doses and then 
exposed to penicillin, the rate of bactericidal action 
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is decreased. It should be emphasized that these 
findings are of laboratory origin and are not neces- 
sarily a reflection of the findings in the treatment 
of human disease. More clinical data pertinent to 
the problem of antagonisms is needed. Contrari- 
wise, certain antibiotic combinations, particularly 
penicillin and streptomycin, when used in entero- 
coccic endocarditis, appear to be synergistic and 


highly desirable. 


Procaine and Partial Foot Drop 


Q. Will injection of procaine into the area of the peroneal 
nerve or into the nerve cause permanent partial foot drop? 

A. Injection of procaine around or into the pero- 
neal nerve should not produce permanent partial 
foot drop. The only circumstance under which 
such an injection could produce permanent foot 
drop would be that in which the needle had in- 
jured the nutrient artery of the nerve, thereby 
causing hemorrhage intraneurally. Such hemor- 
thage would likely result in intraneural fibrosis 
and cause permanent partial foot drop. 


Anemia of Pregnancy 


Q. Routine blood counts on pregnant women show almost 100 
per cent anemic tendencies. What proof is there that nature did 
not intend this? Antianemia preparations produce very little 
change, even in heavy dosage! 


A. It is perfectly true that use of ordinary anti- 
anemic preparations produces very little change in 
the ordinary anemia of pregnancy and is not to be 
recommended. The moderate normocytic anemia of 
pregnancy is generally regarded as physiologic, that 
is, “intended by nature itself.” However, there may 
be some degree of iron deficiency associated and, 
consequently, there is no harm and possibly some 
benefit to be derived from iron administration. This 
can be given as ferrous sulfate or ferrous gluconate 
tablets, 0.2 Gm. three times a day after meals. It is 
important that these be taken immediately after 
meals, otherwise gastrointestinal irritation may de- 
velop. 


Biederman Inhaler Test for Allergy 


Q. | would appreciate your opinion as to the reliability of the 
Biederman inhaler test for allergy. Is it as reliable as the scratch 
test? Has it been used sufficiently to render an opinion? 


A. Biederman employs a number of nasal inhal- 
ers, each containing a suspected causative agent. 
The test is designed especially for “drugs, perfumes, 
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chemicals, various odors, etc.,” for which skin tests 
are unreliable. 

Since the test induces allergic symptoms by in- 
halation of harmful antigens, it is both hazardous 
and impractical. In a very sensitive patient, an at- 
tack thus produced may be extremely severe; in 
others it may last for days or weeks, rendering sub- 
sequent tests more difficult to evaluate. Further- 
more, chemicals and gaseous products irritate the 
nasal and bronchial raucous membranes, an effect 
which renders the test nonspecific and useless as an 
indication of true sensitivity. 


Cystic Mass in Popliteal Space 


Q. A 14-year-old boy has a cystic mass about 3 cm. in diameter 
on the right side of his right popliteal space. This followed 
some strenuous play. | believe this is a Baker’s cyst, but | have 
been unable to find out the treatment. Is surgery the only cure? 


A. The cystic mass in the popliteal space is 
probably one of the popliteal bursae. There are 
several of these which may appear in the popliteal 
space—some of them communicate with the syno- 
vial sac of the knee joint. This type is usually 
known as a Baker’s cyst. There are also other ad- 
ventitious bursae which may develop in this area 
and which do not communicate with the knee 
joint. It would appear that the swelling which is 
palpable in the popliteal space is one of these 
bursae. If the swelling has occurred as a result of 
strenuous play, it may be the seat of a traumatic 
bursitis, and no harm is done in delaying therapy 
to see whether or not absorption of the fluid in the 
bursa may take place. 

As a rule, the excision of the bursa is the only 
method which will produce a cure. 


Aftereffects of Splenectomy 


Q. What are the probable aftereffects of splenectomy? The 
spleen was removed because of accidental injury. 

A. Splenectomy in normal animals or in man is 
often followed by anemia, leukocytosis, and the 
appearance in the circulating blood of nucleated 
red cells and other morphologic abnormalities in 
the red cells, as well as an increase in the number 
of platelets. These changes, however, as a rule, are 
transient. 

In a study of 100 cases, no increased suscepti- 
bility to infection nor to the development of malig- 
nant tumors was noted. Nevertheless, a number of 
the subjects manifested a tendency to easy ex- 
haustion, vague dyspeptic complaints, and alterna- 


tions in body weight. Whether these could really 
be attributed to the splenectomy or were changes 
which might have developed in the same indi- 
viduals in any event is naturally difficult to say. 


Aplastic Anemia Induced by Hair Dyes 


Q. Is there any new treatment for aplastic anemia which would 
at least prolong the life of a patient whose condition was in- 
duced by use of hair dyes? 


A. Removal of exposure to the toxic agent and 
support by blood transfusion are still the stand-bys 
in the treatment of aplastic anemia. Since the dis- 
covery of ACTH and Cortisone, many attempts 
have been made to demonstrate the value of these 
agents in stimulating the bone marrow to recovery. 
While a few cases have been cited suggesting some 
value, the majority of observations, most of them 
still unpublished, have failed to show any benefit 


from the use of these agents. 


Fetal Hydrops 


Q. What is the etiology of fetal hydrops in a newborn girl 
whose parents are both Rh positive? Autopsy shows no evidence 
of erythroblastosis. A second baby (just delivered) is perfectly 
normal. 


A. Since there are other blood group substances 
than the Rh ones, one should always consider 
erythroblastosis due to A or B or other less known 
blood incompatibilities in a case of fetal hydrops. 
Children born of diabetic mothers or of mothers 
who will develop diabetes in the future are often 
edematous at birth. 

I have seen one case of nephrosis starting prac- 
tically at birth, and one case of extreme edema in 
the child of a mother suffering from marked nu- 
tritional edema. In some cases, no etiology for fetal 
hydrops can be found by our present methods of 
study. 


Cortisone As Cause of Diabetes 


Q. Can prolonged Cortisone (oral) therapy cause permanent di- 
abetes—persisting after Cortisone therapy is stopped? 


A. Prolonged Cortisone therapy (regardless of 
the route of its administration) induces glycosuria 
and the diabetic state encountered in Cushing’s 
syndrome. As used therapeutically, this is usually 
only temporary, since the other effects produced by 
the drug preclude its prolonged administration in 
such large doses as might lead to permanent di- 


abetes. 
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Immunization Procedure in Children 


Q. What is the proper immunization procedure in children, 3 
to 6 years old, who have had previous inadequate immuniza- 
tions against diphtheria and tetanus? How frequently are re- 
actions encountered in older children (6 to 8 years) following 
injections cf diphtheria and/or tetanus toxoid? How can one 
avoid these reactions? 


A. If a child has had any sort of immunization 
against diphtheria and tetanus, this may be con- 
sidered as a sensitizing dose, no matter how long 
the period has been since the original immuniza- 
tion. He should then receive two or more injec- 
tions, 1 month to 6 weeks apart, of a mixture of 
alum-precipitated diphtheria and tetanus toxoid. 
We use % cc. of the precipitate made by any of 
the better-known drug companies. 

We have encountered practically no severe re- 
actions following injections of diphtheria and/or 
tetanus toxoid in children 6 to 8 years of age, ex- 
cept’ when we used the products of one certain 
drug company and we got reactions with their 
product even with infants. I think the only warn- 
ing is that children who come from very allergic 
families or themselves show marked allergy should 
be immunized with caution, using multiple small 
doses at frequent intervals rather than the routine 
doses. 


Small Breasts 


Q. A white female, age 17, is troubled with small mammary 
glands, otherwise physically normal. Would you recommend any 
treatment? 


A. If the patient is menstruating at regular in- 
tervals and her other secondary sex characteristics 
are normally developed, the size of her breasts may 
be disregarded. The size of the female breast is an 
inherited characteristic. If the patient has hypo- 
gonadism, the size of the breasts may be increased 
with estrogen therapy. 


Etiology of Idiopathic Steatorrhea 


Q. What are the newest concepts of etiology of nontropical 
sprue or idiopathic steatorrhea? What are the methods of treat- 
ment, including dietary regimen, and what is the role of ACTH 
in treatment? Is there any relationship to thyroid malfunctions? 


A. Nontropical sprue and tropical sprue are 
essentially the same clinical syndrome. It is a 
matter of geographical location. While patients 
with sprue have steatorrhea, there are many pa- 
tients with steatorrhea who do not have sprue. It 
is with these cases that the physicians are most 
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often baffled. As a rule, these cases do not respond 
to the administration of folic acid, vitamin B,,, or 
any other substances so effective in the treatment 
of sprue. ' 

The most recent article written on the over-all 
subject is “Therapeutic Indications for Vitamins in 
Mixtures,” which appears in the October 1951 
issue of Postgraduate Medicine. 

Thyroid malfunctions have no direct relation- 
ship, although like many other glands they are up- 
set when the disease is sufficiently protracted. 


Eczema of the Finger 


Q. What treatment do you advise for eczema of the finger? 
| have used crude tar ointment, x-ray, and white tar ointment 
with no results. 


A. “Eczema of the finger” requires consideration 
of the whole subject of chronic dermatitis of the 
hands. The doctor must contemplate the question, 
“What keeps the patient from getting well?” 

Is the skin repetitiously injured by chemicals it 
touches but cannot tolerate? Careful isolation of the 
skin from the usual irritants is advisable. Soap, 
other cleansers, cosmetics and toilet articles, and 
medicines, especially fungicides, are the common ir- 
ritants. 

Is the skin locally infected with self-reproductive, 
and so persistent, parasites? What parasites? Cul- 
tures for both bacteria and fungi are desirable. The 
usual parasites are staphylococci and streptococci. 
Fungi are less common, Monilia being found more 
often than trichophytons. A parasiticidal vanishing 
cream, which seldom irritates and often eliminates 
skin parisites, is: 


I} Sulfur 0.6 Gm. 

Chloromycetin 250. mg. 

Vioform Cream 30. Gm. 
Label: Antiseptic cream. Rub in gently a 
small amount four times a day. 


Is the patient imperfectly nourished so that he 
fails to heal? Overingestion of caffeine, a stimulant 
of ectodermal tissues, is often a harmful influence, 
for it increases irritability of the skin and masks 
fatigue which normal sleep would correct. Inade- 
quacy of protein ingestion sometimes abets chronic 
recalcitrant dermatitis. 

A case of chronic dermatitis of the hands, includ- 
ing “eczema of a finger,” may prove extremely chal- 
lenging. To answer the query regarding its treat- 
ment in generalities, the doctor may be advised to 
try to control contactant irritants, local parasites, 


= 


and focal infection simultaneously while maintain- 
ing optimal nutrition. Do not overtreat and irritate 
with medicines. Few cases are primary fungus infec- 
tions, but many are secondary to fungus infections 
of feet and toenails, which must be examined in 
every case of dermatitis of the hands. Do not give 
too much x-ray therapy. 


Black Tongue from Penicillin Lozenges 


Q. What is the best method of treat 
tongue resulting from penicillin lozenges? 


t for the hairy black 


A. This condition results primarily from sucking 
or chewing either lozenges or troches which contain 
potent antibiotics. It is readily prevented by avoid- 
ing such usages for which there are really no good 
indications. It usually clears when the antibiotic 
therapy is stopped. There is no specific therapy. 
Iodides may be used systemically. Gentian violet 
may be applied locally in 0.1 or 0.2 per cent solu- 
tion. 


Diagnosis of Sore Throat 


Q. The patient is seen at home. He has a red throat, tem- 
perature of 101°, pulse 92, chilly sensation, entire body aches, 
and he feels very weak. This has developed in the last 24 hours. 
Other clinical findings are negative. On the spot, and without 
laboratory work, how do you know whether this is (a) cold, (b) 
influenza, (c) Strep throat, or (d) virus pharyngitis? What is the 
differential diagnosis, and how is it managed? 


A. No absolute and definite diagnosis can be 
made without the aid of the laboratory. Even with 
the aid of the average hospital laboratory a 100 per 
cent final diagnosis is unlikely to be made. 

With the aid of virus culture and serologic 
studies of the patient, serologic and culture studies 
for streptococcal infection, and studies for other bac- 
teria—all specimens being taken with correct timing 
and cross-checking for accuracy—a correct diagnosis 
may be arrived at in perhaps 50 to 75 per cent of 
cases. But, all of this presumes that good clinica! 
studies, history, and physical examination have 
been made originally and followed at adequate 
intervals. 

Sore throat, chilly sensations, bodily aching, and 
weakness are the positive symptoms, and other 
symptoms are stated to be absent. The “common 
cold” ordinarily does not cause symptoms this 
severe. These symptoms would, however, be con- 
sistent with mild or moderately severe influenza 
(virus A or B), beta streptococcal pharyngitis of 
mild or moderate degree, and so-called “virus 
pharyngitis.” The latter term is actually a lay term 


but we may infer that the questioner means non- 
specific acute respiratory disease and its related 
spectrum of diseases as delineated by Dingle et al. 
(Commission on Acute Respiratory Disease: Clini- 
cal pattern of undifferentiated and other acute res- 
piratory diseases in Army recruits, Medicine, 26: 
444-464, 1947). 

The signs given are red throat, temperature of 
101°, pulse 92, and the negative data that all other 
physical abnormalities are lacking. These data are 
consistent with common cold, influenza, hemolytic 
streptococcal pharyngitis (in spite of absence of 
exudate and edema), and nonspecific pharyngitis. 
In fact the given symptoms and signs are consistent 
with combinations of these conditions, and such 
combinations not infrequently occur. 

Finally, then we do not and cannot know 
whether this is one of the four conditions named 
or some other unnamed one, such as early infec- 
tious mononucleosis, diphtheria, or the premoni- 
tory stage of some more unusual disease (agranu- 
locytosis, primary or secondary pharyngeal syphi- 
lis, etc.). 

The average patient seen with these symptoms 
and signs at home should be managed on reassui- 
ance, salicylates, and rest. He or she cannot be put 
to bed if he supports a family or if she runs a 
household with children, unless money is no ob- 
ject. Penicillin or sulfonamides are unnecessary 
and will tend to confuse the picture, though in 
special cases penicillin (96 hr. variety 300,000 U, 
or oral troches) could be given if there is past 
history of rheumatic fever or in the presence of 
valvular heart disease. 


Morphine Dose for Tuberculous Addict 


Q. What is the largest amount of morphine that a sick addict 
can take per day without damage to his general health? | 
have an addict with tuberculosis who cannot get along with 
less than 15 gr. per day without causing him to spit up blood. 


A. The answer to this question is to be found 
in Isbell’s fine article on “What to Know About 
Drug Addiction” (GP, 4:45, September, 1951). 
Isbell states, “Once tolerance is well developed, the 
amounts of morphine which can be taken by an 
addict are almost unbelievable. There is no real 
limit to the amount of the drug which can be 
taken, except the difficulty in getting it into solu- 
tion and injecting it. As much as 78 gr. of mor- 
phine have been administered intravenously in 16 
hours time to a tolerant addict without any unto- 
ward effects appearing.” 
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Business and Economics 


WHAT THE HEART ASSOCIATION DOES FOR 
THE PRACTICING PHYSICIAN 


BY HOWARD 8B. SPRAGUE, M.D. 
Past President, American Heart Association 


“Younc Man of the Year,” a title carrying public 
appreciation and commanding community respect, 
was recently bestowed on an enterprising doctor in 
Savannah, Georgia, by the Junior Chamber of 
Commerce. The activity that won him this distinc- 
tion and the praise of his fellow citizens was his 
energetic work as a leader in the local heart associa- 
tion in organizing and developing the Savannah 
cardiac clinic. 

This honor is typical of the heightened public 
gratitude being earned by many physicians in all 
parts of the country who are finding, through their 
community heart associations, a new way of “min- 
istering” to the needs of the people. The profes- 
sion as a whole is thereby gaining new stature. In 
the words of one public-spirited physician, this 
surge of enlightened activity provides a strong bul- 
wark against the advocates of state control of private 
medical practice. 

Pursuing a traditionally American and demo- 
cratic course of dealing with challenging social prob- 
lems, more and more physicians in all parts of the 
nation are finding that the voluntary health associ- 
ation in general, and the local heart association in 
particular, can offer a positive, constructive answer 
to many of the threats facing the medical profession 
today. Forward-looking physicians are winning and 
holding new and valuable friends through practical 
deeds executed as part of the community team and 
in the spirit of partnership with the lay public that 
is the essence of heart association work. 

In an explanation of how the voluntary health 
association fits into the pattern of American democ- 
racy, some significant comments have been made 
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Associate physician at the Massachu- 
setts General Hospital, Boston, and 
associate in medicine at 
Harvard Medical School, Boston, Dr. 


Sprague is also area consultant in 


clinical 


cardiology, U. S. Veterans Admin- 
istration, and senior consultant in 
U. S. Naval 
Chelsea, Massachusetts. A graduate 
of Harvard Medical School, he is 
also engaged in the private practice of cardiology. 


medicine, Hospital, 


Since 1925, Dr. Sprague, who served an internship 
at the Massachusetts General Hospital, has been sen- 
ior associate with Dr. Paul D. White in the Cardiac 
Clinics of this Hospital. 

He is a past president of the American Heart As- 
sociation and of the New England Heart Association. 

During World War II, he served on active duty in 
the U. S. Naval Reserve, and for 16 months was chief 
of medicine and executive officer of U. S. Naval 
Mobile Hospital #6 in New Zealand. 


by Dr. W. P. Shepard, vice-president in the Health 
and Welfare Division of the Metropolitan Life In- 
surance Company, San Francisco, and clinical pro- 
fessor of Public Health and Preventive Medicine, 
Stanford University School of Medicine. Dr. Shep- 
ard asserts, “Service to and education of the public 
through voluntary health agencies are, in fact, our 
best answer to any demand for free medical care 
administered by the government. They are a bul- 
wark against the mounting clamor for free medical 
care at government expense. When supported and 
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led by physicians, they are a manifest of our sin- 
cere concern with the health of the public . . . proof 
positive of our success in giving the public the 
world’s finest health care. Moreover, they keep us 
in touch with public opinion.” 

As voluntary health agencies, the American Heart 
Association, its 55 state and regional afhliates, and 
the present 253 chapters, under their jurisdiction, 
are following a well-established pattern of co- 
operation with the medical profession. By partici- 
pating in his community heart association, the doc- 
tor is extending the role of counselor and guide, for 
which the individual patient in office or clinic has 
come to respect him. The local heart association 
offers the physician a medium for truly displaying 
his leadership and active concern for bettering the 
health of the community. 

A major heart association goal is, through team- 
work and community organization, to increase the 
effectiveness of the physician-patient relationship 
and so reduce death and disability from cardiovas- 
cular diseases. This is a clear demonstration of 
private initiative, acting on an organized commu- 
nity basis to deal with the most pressing physical 
health problem facing the nation today. 

Incorporated in 1924 as a purely scientific body 
of physicians, the American Heart Association was 
converted into a voluntary health agency in 1948 
because its farsighted medical members were con- 
vinced the time had come for taking a broad 
community approach to the cardiovascular diseases. 
Only by opening the door to lay participation and 
the development of a vigorous national service pro- 
gram could it be possible to deal effectively with 
heart and blood vessel disorders on the vast scale 
dictated by the death and disability figures. These 
physicians realized that the new approach meant 
simply the broadening of the doctor-patient rela- 
tionship to one involving the service team, which 
includes the doctor as the captain, in relation to the 
community as a whole. 

The growth and development of local affliated 
heart associations, in the last few years, likewise 
came about in response to the mounting awareness 
of the medical profession, as well as the general 
public, of the seriousness of the cardiovascular dis- 
eases. It was recognized that heart disease cannot 
be dealt with in one dimension alone, or by the 
physician singlehanded. Organized voluntary action 
is required to provide and co-ordinate the many, 
varied, and costly resources needed for a three-fold 
attack on the problem. The program requires, above 
all, scientific research to uncover new knowledge, 


the relaying of information to the public as well 
as to physicians and other professional groups 
through educational programs, and the develop- 
ment of community services for the heart patient. 

With such voluntary organization well under- 
way, it is now possible to provide more adequate 
finances to stimulate a great expansion in the total 
national program of research which is clearly indi- 
cated by the mortality figures. The research pro- 
gram of the American Heart Association is its fore- 
most consideration, since this area of activity can 
provide the practicing physician with the most valu- 
able type of assistance—new methods of diagnosis, 
control and treatment, and possible keys to cure 
and prevention. In addition to the national re- 
search program of the Association, the afhiliated 
heart associations throughout the country support 
local studies where facilities are available. 

Thanks also to the development of local heart 
associations, it is now possible to provide the ma- 
chinery for supplementing the efforts of physicians 
in applying present knowledge for better manage- 
ment of heart patients through the effective utiliza- 
tion of all community resources. 


General Practitioner As the Key 


In almost every case it has been the physician 
who has initiated action, or around whom the com- 
munity forces have rallied, in setting up local 
groups for the development of a health program to 
deal with cardiovascular disease. Where the initia- 
tive has arisen from a group of alerted citizens, 
whether professional or lay people, it has been 
thoroughly understood that “the general practitioner 
is the key individual in the total program for car- 
diovascular disease.” Acknowledgment of that fact 
is prominently inscribed in the Proceedings of the 
First National Conference on Cardiovascular Dis- 
eases, held in Washington last year under the joint 
auspices of the American Heart Association and the 
National Heart Institute of the Public Health Serv- 
ice. Among the conclusions written into the record 
were the following “basic considerations,” described 
as common to all aspects of a program for cardio- 
vascular disease: 

“In considering the treatment and management 
of the patient with cardiovascular disease, it must 
be recognized that such disease is frequently long 
in duration, and is accompanied by emotional and 
social problems of the patient and his family. To 
meet these total needs of the patient, the co-ordi- 
nated effort of the general physician, cardiologist, 
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psychiatrist, pediatrician, other specialists, nurse, 
social worker, nutritionist, occupational therapist, 
rehabilitation worker, and other health workers is 
essential.” 

In these words were reflected the realization that 
cardiovascular disorders, numbering a score or more, 
account for a substantial proportion of the cases 
which come before the general practitioner. The im- 
mensity and scope of the problems involved, the 
chronic nature of the disease pattern, the far-reach- 
ing economic, family, social, and psychologic effects, 
make it difficult for any physician, no matter how 
skilled in diagnosis and treatment, to undertake 
singlehanded the total program of management and 
control that is required for many patients, especially 
those with rheumatic heart disease starting in child- 
hood. 

After the patient leaves the doctor's ofhce, armed 
with prescriptions and advice, a number of “com- 
plications” can set in, to which the physician’s medi- 
cal knowledge does not apply. For example, the 
doctor may bring a man safely through a heart at- 
tack, but it would be difficult for him to see that 
his patient is returned to useful and appropriate 
work, instead of becoming a public charge and a 
burden on the taxpayer. The physician who spe- 
cializes in physical ailments is not necessarily 
equipped to deal with the emotional adjustments 
the patient may have to make to a changed way of 
life required by his heart limitations. Socially, in 
his circle of friends or as a citizen of the community, 
restricted activity may, in some cases, require dras- 
tic changes in the patient's mode of living. 

All of these factors, and many more, are not only 
beyond the normal call of duty for the physician, 
but they are beyond the limits of his time and en- 
ergy, even if he wished to handle them. Through 
the development of local heart associations, how- 
ever, the aim is to help the physician avail himself 
of the varied community services that specialize in 
all of these aspects of total patient care. 


The Program Guide 


To assist local heart associations in the develop- 
ment of the most useful activities and services, the 
American Heart Association has developed a Pro- 
gram Guide. To a greater or lesser degree, depend- 
ing upon the extent of their organization and the 
needs of a particular community, affiliates are mov- 
ing rapidly ahead along the indicated lines. 

The very first step in the development of a com- 
munity program by a newly-established heart asso- 


GP @ February, 1952 


ciation is usually a fact-finding survey to determine 
the available resources and services in the commu- 
nity. From this activity in many areas has emerged 
a director of the various services, facilities, and 
agencies which can assist cardiac patients and their 
families, taking over where the doctor leaves off. 
These directories are made available to the physi- 
cians and other interested agencies and individuals 
in the area. 

After determining the existence and extent of 
these services and facilities, the heart association ap- 
plies itself to the task of assisting in their co-ordina- 
tion for maximum effectiveness to patient and doc- 
tor. The primary aim is to avoid overlapping and 
duplication of such services, to help strengthen the 
agencies involved, and to stimulate and help plan 
the creation of necessary new services where they 
do not exist at present. 

The cardiovascular clinic, being the community 
agency of most direct benefit to the cardiac patient, 
receives special attention in the heart association 
program. To help assure the best possible clinical 
services for patients, the American Heart Associa- 
tion grants approval to clinics that meet the “Rec- 
ommended Standard and Minimum Requirements 
for Cardiovascular Clinics” which have been estab- 
lished by its Cardiovascular Clinics Committee. 
Local heart associations initiate approval proce- 
dures, making recommendations for approval to the 
Committee. Where no clinic exists, and one is de- 
sirable, the association motivates existing facilities 
to establish a clinic, with the support and co-opera- 
tion of the local medical society. 

Although the heart association does not actually 
operate clinics itself, in some cases it may provide 
additional equipment that is needed in the begin- 
ning, or additional personnel such as clerical help, 
nurse, or social worker, on a demonstration basis. 
It also co-operates with the appropriate agencies to 
provide medical social work and encourages follow- 
up nursing care to see that the recommendations 
of the physician are understood and are being ob- 
served by the patient and his family. In the field of 
research, the clinic provides the medical profession 
with additional facilities and opportunities for sci- 
entific investigation. 

A pioneering development is beginning to take 
hold in conjunction with cardiac clinics in some 
areas. Under the auspices of the New York Heart 
Association, for example, and linked with the Belle- 
vue Hospital cardiac clinic, Dr. Leonard J. Gold- 
water's Work Classification Unit is sharpening the 
focus on the employment problems of heart pa- 


tients. Dr. Goldwater's Work Classification Unit 
counsels patients on the most suitable types of em- 
ployment in relation to the individual cardiac con- 
dition. It has been used as a model for the develop- 
ment of a similar unit under the wing of the Cleve- 
land Area Heart Association, and interest in other 
sections is stimulating plans for similar units. 

The growing awareness of the value of the Work 
Classification Unit is part of a larger developing 
program activity aimed at overcoming existing re- 
strictions and prejudices to enable cardiac workers 
to find employment, and to retain or find more suit- 
able jobs for workers who develop cardiovascular 
disease while employed. 

The value of this program is evident when the 
physician considers how frequently he is compelled 
to advise the patient in indefinite terms to change 
his type of work for the sake of his cardiac condi- 
tion. To remove some of the helpless generality that 
must of necessity accompany this advice, and to 
give the doctor practical and specific aids, is the pur- 
pose of the rehabilitation and “Cardiac in Industry” 
programs being organized by many heart associa- 
tions. 


Value of Health Education 


The health educational program of the heart as- 
sociation aims at supplying the community with ac- 
curate information to eliminate misconceptions and 
baseless fears, and to increase awareness of the need 
for regular and prompt medical attention. Health 
education of this constructive, confidence-provoking 
nature, has been found to produce a more co-oper- 
ative and understanding patient. The enlightened 
patient is more appreciative of what the doctor and 
research scientist are trying to do for him, of the 
complex of knowledge from which the physician 
has to draw, and of the role the patient can play in 
helping the physician. In short, the patient is more 
willing to accept and to carry out the doctor's 
orders. 

Just as the educational program tends to benefit 
the doctor through a heightened awareness of pre- 
ventive medicine, so the case-finding program of 
the heart association brings new patients to the doc- 
tor’s attention. It is recognized, of course, that the 
general practitioner is the most important source of 
new cases, which he can detect on direct examina- 
tion. But many previously unknown and unde- 
tected ills can also be brought to light through case- 
finding programs, thus making possible in many in- 
stances the benefits of early diagnosis and treat- 
ment. The heart association helps to organize and 


co-operates with various case-finding agencies and 
methods such as school health programs, chest sur- 
veys and other detection methods, preplacement ex- 
aminations in industry, and life insurance checkups. 
It is the association’s concern to see that the case 
thus detected is properly referred for treatment. In 
its educational program, the association calls atten- 
tion to the value of these methods and encourages 
public co-operation. 

From the doctor’s office, the heart association then 
follows the patient into the home by developing 
certain aspects of home-care programs, in co-opera- 
tion with other community agencies. These include 
home nursing, social service, occupational and rec- 
reational therapy, home teaching, housekeeping 
services, and transportation. 

Many heart associations are assisting the doctor 
in the management of cardiac housewives through 
the development of the “Heart of the Home” Pro- 
gram. Classes, consultation services, and model 
kitchens are being utilized to help women with 
heart disease save time and energy in their house- 
work. Physicians are also actively participating in 
the educational program of their local heart associa- 
tion. In fact, the success of the entire heart disease 
control program depends in the final analysis on the 
active leadership of the physician. The strengthen- 
ing of the community heart program and services 
will increase their effectiveness for the doctor as 
well as the public. 


Need for Professional Education 


Professional education is also an important heart 
association objective. So tremendous are the de- 
mands on time and energy, that it is extremely dif- 
ficult for the average physician to keep up with 
the steady flow of new knowledge in the cardio- 
vascular area, as well as in the entire field of medi- 
cine. Co-operating with the medical associations in 
the community, the heart associations are develop- 
ing a planned program of keeping general prac- 
titioners and specialists informed of the latest ad- 
vances in diagnosis and treatment through postgrad- 
uate courses, lectures, symposia, conferences, dem- 
onstrations, films, slides, pamphlets, and other in- 
structive aids. The American Heart Association’s 
two professional publications, Circulation and Mod- 
ern Concepts of Cardiovascular Diseases, carry 
monthly summaries of cardiovascular developments 
of practical interest to the physician. 

Local heart associations affiliated with the Ameri- 
can Heart Association offer voting membership to 
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practicing physicians, inviting their interested par- 
ticipation in helping to build the kind of program 
best adapted to the needs of their particular commu- 
nity. By taking his place as captain of the commu- 
nity team to combat heart disease, the physician is 
in a strategic position to assure that the develop- 
ment of the heart program will proceed along cor- 
rect medical and scientific lines. 

Because of the public confidence and the natural 
leadership he enjoys, the physician can exert im- 
measurable influence in winning support for the 
heart association’s program of scientific research. 
In addition to his personal support of research prog- 
ress, which is of direct benefit to the successful man- 
agement of his patients, the physician can convince 
his patients, as well as influential leaders in the 
community, of the necessity for continuing and ex- 
panding basic and specialized research. 

Where there is no local heart association, the 
most valuable service the physician can perform is 
to lend his experience, wisdom, and knowledge to 
other interested groups and individuals in the com- 
munity to assist in its formation. 


It is the expressed policy of the American Heart 
Association, in guiding the establishment of local 
associations, to propose that the founding group 
first of all approach the medical profession to enlist 
its interest and support, before broadening the base 
of the organization. To assure sound medical direc- 
tion, a judicious balance should be maintained be- 
tween medical and lay members on the association’s 
board of directors. 

Both groups contribute their special talents to 
the building of a sound organization with a well- 
conceived and carefully executed program. So long 
as the physician fulfills his responsibility for sup- 
porting and guiding such voluntary efforts, so long 
as he is sufficiently aware of the health needs of 
the public to work co-operatively and constructively 
within voluntary agencies, he is building a sound 
foundation for himself and for his profession. 

Through his efforts and guidance, the public will 
better understand and more willingly receive the 
full benefits of modern medicine, and physicians 
and their co-workers will be in the best position to 
assure these benekits. 


THAT BIG LITTLE 


ITEM—THE 


GOLDEN RULE 


Ir you have an overweening ambition which allows you to step on the necks of your colleagues 


in your scramble toward the top— 


If you are not ashamed to be one of those whose exorbitant fees have helped to create the 
widespread notion that private medical care is an expensive luxury— 

If you are content to be a cold clever technician to whom no person can turn for an answer 
to any of the thousand little questions which plague his daily life— 

If you operate on a patient and then cannot be reached to see him when something goes 


wrong— 


If you have ever dared to say “My price is such-and-such, either that or nothing”—knowing 
full well that no decent patient wants something for nothing— 

If you have ever dared to inquire, “Don’t you think your wife (or baby or father), is worth 
that much?”—knowing full well that in grief or gratitude the family will not protest too much— 

If you have ever been guilty of any such cruel or arrogant conduct your actions have re- 
flected themselves upon all the others in your profession. You personally are in some measure 
responsible for the dislike that the people and the government have developed for the way med- 
icine is now practiced. And one thing is certain—you never could survive as a family doctor. 

On the other hand there are thousands on thousands of physicians in this country, most 
of them family doctors, who are energetic but not offensively aggressive, who weed out the 
chiselers among their clients, but scorn to load extra charges on honest patients. They are the 
men and women to whom the community turns for help in small matters as well as for succor 


in grave crises . . 


. The irony is that as today’s political squirrel cages whirl, it is they and not 


you who are more likely to be thrown off and broken like their brothers in other lands. 

If you think there is no public relations problem, you are wrong. If you think you are not 
a responsible party, you are doubly wrong. To avoid expropriation of medical practice by the 
government you have one course—in all dealings with your patients, be governed by the Golden 


Rule. It saves wear and tear, and it is good business.—Norfolk Medical News. 


GP @ February, 1952 


SSS SSS SSS SSS SS SSS SSS SS 


HOW TRUST COMPANIES CAN SAVE MONEY FOR 


YOUR BENEFICIARIES 


BY JOHN Y. BEATY 


A LETTER from Dr. James H. Smith of Toledo. 
Ohio, abou: the article, “Will Your Beneficiaries 
Benelit?” in the July issue of GP, prompts further 
information on the setting up of wills and trusts. 
Dr. Smith wrote, in part: 

“I was particularly interested in that part of the 
article explaining setting up a trust service in order 
to effect a large saving in federal and state taxes. 
Such substantial savings as the author indicated 
apparently was not taken advantage of by my legal 
advisor when my will was drawn. Of course, I am 
assuming, as the author implies, that the trust agree- 
ment alone is what accounts for the savings. I 
would appreciate having a little more specific in- 
formation as to how this can be accomplished.” 

In order to illustrate how the savings mentioned 
in the previous article were made, here is a tabula- 
tion of the property taxes and the net inheritance 
of two men, each with a $200,000 gross estate: 


THE CASE OF MR. “A”—— 

who leaves a will bequeathing “everything” to his wife, and 
she, in turn, leaves “everything” to the children. 

$200,000 
$ 11,312 
$188,688 
$ 31,143 


Mr. A’s adjusted gross estate is 

Federal and Illinois taxes . 

Mrs. A would inherit 
Federal and Illinois taxes on Mrs A’s estate 


The A children inherit $157,545 


THE CASE OF MR. “B’—— 

who establishes two trusts—one for his wife outright, the other 
for the children with income to Mrs B during her life. In the 
1948 Revenue Act, provision has been made for a ‘marital 
deduction,” whereby in many cases, taxes may be reduced or 
deferred on transfers for the benefit of a surviving spouse. 
This provision, generally, calls for careful planning, based upon 
consideration of a number of technical factors. The terms of 
the trusts assure Mr. B the full benefits of the “marital de- 
duction’ under the Revenue Act. 

$200,000 

$ 8,380 


Mr. B’s gross estate is 
Federal and Illinois taxes . 


Balance after taxes on Mr. B’s estate . $191,620 


Children’s Trust $ 91,620 


Mrs. B’s Trust 


- $100,000 
Taxes on Mrs. B’s trust upon her death $ 4,800 


Net to children from Mrs. B’s Trust $ 95,200 


The B children inherit 
Through careful Estate Planning, Mr. B’s 
children inherited an 


$186,820 


added $ 29,275 


These are actual figures provided me by the Chi- 
cago Title and Trust Company, but it must be 
realized that not all of the details of the property 
are shown. Two other men with an estate of $200,- 
000 each might have an entirely different situation 
because of the different types of property owned. 

For example, if a part of a doctor's estate is made 
up of tax-free securities, that would make an essen- 
tial difference in the final computation. In the same 
way, if an important part of an estate is made up 
of rental property, or real estate which is sold be- 
fore distribution to the beneficiaries, that might 
make quite a difference. 

The actual taxes and the actual savings result- 
ing from expert management by experienced trust 
officers is based upon highly technical factors. No 
two estates are exactly alike. The important point 
about having your estate handled by an experi- 
enced trust company is that the trust company em- 
ploys experienced experts in many lines, which 
make it possible to take advantage of every tax 
benefit when an estate is settled. 

As a matter of fact, a trust company may do 
many useful things, before the doctor dies, to make 
sure that a larger portion of his estate will actually 
be available to his beneficiaries. 

Investment officers in the trust company, for ex- 
ample, may suggest types of investments which 
will be of definite benefit from a tax standpoint. 
This alone may save a doctor several thousand dol- 
lars. 

In the same way, real estate experts in the trust 
company may suggest a method of handling certain 
real estate before death which will also reduce the 
amount of taxes. 

There are sometimes benefits in having property 
held in joint tenancy. This may save a very large 
sum in taxes. 

There may be cases in which a transfer of title 
before death may be of some benefit. There might 
be some advantage in having certain property held 
in escrow. It is obviously impossible to tell any 
individual just what can be done with his estate 
in order to reduce the amount of taxes, unless all 
the details of that estate are known. The place to 
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get this information is in the office of a trust com- 
pany where the experts will tell you: first, what 
information they need; second, what adjustments 
you may be able to make in order to save taxes; 
and third, how to plan your will so that taxes will 
be a minimum. 

State tax laws differ in different states. That is 
another reason why the experts in a local invest- 
ment company are the only ones who can give ac- 
curate information to an individual. 

Another way to avoid excessive taxation is to 
leave an estate “in trust” for one or more bene- 
ficiaries, rather than to have the estate transferred 
outright to the beneficiary. For example, here is a 
case of a man who had a $300,000 estate. He left 
it in trust for the benefit of his wife with the pro- 
vision that it would .be administered during her 
lifetime; then the estate would go to the children. 

The wife had the income from the estate, after 
taxes, during her lifetime. When she died, the 
estate was so set up that there were no additional 
taxes and administration expenses in order for the 
children to receive it intact. An actual saving of 
$52,500 was made by this method. 

It would be impossible to put into writing just 
exactly how an estate could be set up in order to 
make this saving. Only examples can be given. 
The details must be known to trust officers and the 


saving for each individual estate might be quite 
different. The point is that there is an important 
saving possible, but it takes technical experts to 


determine just how to get it according to the assets 
represented in the estate. 

This is not by any stretch of the imagination 
tax evasion. It merely is an intelligent application 
of the legal right to avoid taxes that need not be 
paid. Our laws are so complex and estates are so 
different that it is tremendously easy to pay taxes 
which really need notebe paid. State and Federal 
Treasury Departments receive many such payments 
but apparently do not consider it the function of 
Government to show tax payers how they can 
avoid unnecessary taxes. The legal talent in trust 
companies are employed for the purpose of helping 
tax payers and certainly everyone with a sizeable 
estate should take advantage of their services. 

Another discouraging feature of having large 
inheritance taxes to pay is that, very often, an 
estate is in property which would have to be sold 
in order to get the money to pay a large portion of 
the taxes. In other words, it isn’t common for a 
husband to leave enough cash to pay taxes, if the 
estate is not properly handled by experts. 

Thousands of people are taking advantage of 
trust company services and are benefiting accord- 
ingly. These include not only the assistance needed 
in making a will but trust services including living 
trusts, as well as trusts authorized by wills (known 
as testamentary trusts), agency accounts, and super- 
vised agency accounts, investment advice, tax ad- 
vice, and everything else which pertains to the 
conservation of an estate. 


DOCTORS’ INCOME IN SCOTLAND 

In Medical World, for September 14, published by the Medical Practitioners Union in Great 
Britain, there are some enlightening facts and figures on medical practice and income in Scotland. 
Glasgow, a city of about one and a quarter million population, has 708 practicing physicians, so 
each doctor should have an average list of 1,700 patients under the National Health Service plan. 
The actual distribution of patients ranged from 129 doctors with less than 100 patients to 48 with 
over 4,000 patients. Two-thirds of the doctors had less than 2,500 patients on their list. 

The total annual gross income to these 708 doctors from capitation fees was about $2,514,888, 
allowing an average gross of $3,833 to each doctor. However, two-thirds of the doctors receive 
the average or less, and one-third receive less than one-half, or about $1,900 per year. 

During this same period, 308 dentists were paid about $3,582,877. After allowance for expenses, 
the average net income to dentists was $6,150, while the average net income to physicians was 
$2,493. 
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Name 


(PLEASE PRINT. Steet and sumber or rural route) 


oF post othce) 


Social Security No. 


1. List your name. If your wife (or husband) | check below if at the ond of 
had no income, or if this is a joint recura, | your taxable year you or 
list also her (or his) name. | your wile were— 


(Your name) 


65 or over Blind | 
| 65or over Blind | Nu 


wife’ sname.—donot hist :f an lasmed on another serum 


C. List names of your children (includ- } 
ing stepchildren and /egally adopted 
children) with 1951 gross incomes of 
Icss than $600 who received more 

®@ chan onc-half of their support from 
you in 1951. See Instructions. 

D. Enter aumber of exemg 

LE. Entcr total numb 


giz 


3. If you received 
enter the total 
L4. Add income show 
F YOUR INCOME WAS 
about 10 percens of your 
tions exceed 10 percent, i 
IF INCOME WAS $5,000 OR 
is to your advantage. 
5. (A) Enter your tax fro: 
CB) Eateryour self-emplo 


Please Arach All W2 Forms Hore 


T ‘ 
penses, etc. If your deduc- 
id compute your tax on page 3. 
Gction or itemize deductions, whicheyer 


page 3 | 
pStateScheduleC 
Ecrer total bere SS. 
$ 


6. How much have you paid ¢ 
(A) By tax withheld (Cinitem ey. Attach Original Forms W-2 
(B) By payments on 1951 De®iaration of Estimated Tax (include 
any overpayment on your 1950 tax not claimed as a refund 
7. If your tax Cicem 5) is larger than payments (item 6), enter Encer rotal here => 
balance of tax due here. This balance must be paid in full with return 
8. If your payments (item 6) are larger than your tax (item 5), cater the overpayment here 
‘Enter amount of item 8 you want $ $ 


Tax 
due or 
refund 


estimated tax} 


Do you owe any prior year Federal tax for which you have been billed? (Yes or No) 
making a separate return for 1951? (Yes or No) If “yes,” write her (or his) name 

If you have filed a return for a prior year, state latest year Where filed? 

To which Collector's office did you pay amount claimed in icem 6 (B), above? 


Is your wife (or husband) ~ 


I declare under the penalties of perjury that this return (including any accompanying schedules and statements) has 
been examined by me and ro the best of my knowledge and belicf is a true, correct, and complete return. 


of person, other than taxpayer, prepariag this seturn) (Date) (Signature of taxpayer) 


though only one bas income, BOTH MUST SIGN. = 1s—~45200-1 


{Signature of taxpayer's wife or busband df this a joint return) 
busbead and wife mee inciede their income and, even 


(Name of tiem or employer, any) 
To assure split iacome 


IDEAS FOR INCOME TAX SAVINGS 


BY BETTY LEE GOUGH 


Many years ago, Benjamin Franklin made a fa- 
mous and oft-quoted remark to the effect that only 
two things are inevitable: death and taxes. Taxes 
of the income variety—while inevitable enough— 
need not be inevitably high. Here are legitimate 
ways to keep the tax bill down. 

The manner in which new equipment is _pur- 
chased can make a vast difference in a physician's 
income tax. Take the case of Dr. Jones, who owned 
some equipment that was beginning to give trouble. 
It had cost him $1,200, and had a depreciated 
value on the books of $200 at the time he decided 
to replace it. 

The dealer offered $100 in trade. Instead of tak- 
ing this, Dr. Jones ran a classified ad to sell his used 
equipment outright. The best offer was $90. He 


took this rather than the trade-in—and saved a neat 
amount on the tax bill thereby. 

The difference between the depreciated value of 
$200 and the selling price of $90 was $110. By 
taking this loss in the form of an actual sale of the 
old equipment, Dr. Jones was able to claim—and 
get—a long term capital loss. But if he had sus- 
tained a $100 loss by taking the trade-in offer, he 
would not have been able to take off a cent. (How- 
ever, if the doctor had been offered more than the 
depreciated figure, he could have taken this in the 
form of a trade-in and his book gain would not 
have been taxable. The tax men do not recognize 
either gains or losses that arise out of trade-ins on 
new purchases. ) 

It is sometimes possible to effect considerable 


GP @ Volume V, Number 2 


S. INDIVIDUAL INCOME TAX RETURN 1951 
— FOR CALENDAR YEAR 1951 ee 
Nerval q 
No. 
{PLEASE PRINT. return of buiband and wife, use frst names of boch) (Cashier's Samp) 
(Postal tone number > (Seate) 
— Oe A and 
| neither 65 mex blind write the figure 1 
| either 65 or blind write the figure 2 
Doth 65 and Bind write the 
of exemptions for you 
B her Cor his) exemptions 
| 
2. y 1951, before pay- 
figure 
the ral 
$ x, 
| : 
98 


savings by renting things rather than owning them. 
This is because depreciation rates often allow a neg: 
ligible write-off every year. But 100 per cent of a 
rental charge for business purposes may be de- 
ducted from income. In many cases, it’s possible to 
reap enough in tax savings to make renting very 
economical. 

Take for example Dr. Smith, who owned the 
building which housed his office. Under the Fed- 
eral law, he could not take any depreciation for 
the land, since land does not decrease in value nor 
wear out with the passing years. His building was 
carried on a thirty-year amortization table. 

Then Dr. Smith sold his real estate, reserving the 
right to lease it back. He found that the additional 
cost involved in renting was more than paid for by 
the tax advantage of being able to charge all of 
his professional occupancy costs—including the por- 
tion paid for the land. 

In working out arrangements like this, physicians 
are well-advised to watch the wording of their sell- 
and-rent-it-back agreements. In general, courts seem 
to have sustained these agreements as within the 
law, provided: (1) there is no provision that the 
seller can (or must) buy the property back at the 
end of the rental period; (2) the buyer and the 
seller aren't closely related—this arouses suspicions 
of a mere tax dodge; (3) the sale price is in line 
with the actual market value at the time; and (4) 
the sum charged for rental is also in line with fair 
present prices. 

Things as well as money count for deductible 
charity contributions. Dr. Bill Black, knowing this, 
obtained a tax saving of almost $100 by donating 
old office furnishings to a charitable institution. “If 
we had sold these, we would have realized prac- 
tically zero,” he says. “By giving them away, we 
were able to claim a contribution for tax purposes 
and reduce the income tax.” 

It’s important to remember in a case like Dr. 
Black’s that Uncle Sam will allow the claim pro- 
vided you put down a fair valuation. A fair valu- 
ation means an approximation of the true depre- 
ciated value, not what the donated things cost when 
they were new many years ago. 

Physicians occasionally allow their children to 
work after school and during vacation. It’s well to 
watch a set-up like this lest it cost the father a $600 
credit. When a minor dependent earns $600 or more 
a year, he can no longer be claimed as a depend- 
ent. By keeping his income under that figure, it’s 
possible to eat the wage cake and have the tax sav- 
ing, too. 
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Dr. Jim Cooper's 16-year-old son does vacation 
work for his physician-dad as an office boy and all- 
around errand runner. Since his pay came to less 
than $500 last year, Dr. Cooper was able to claim 
the boy as a dependent and still take a business 
deduction for the boy’s salary. 

Dr. Fred Martin, on the other hand, lost his 
son as a dependent when he didn’t watch the boy's 
earnings. Like any father, he was proud when Fred, 
Jr., asked permission to take a newspaper route 
after school hours. Junior’s earnings came to 
$686.72, and Dr. Martin had to pay almost $200 
in extra taxes when he could no longer put down 
his son as a dependent. 

The distinction between long term and short 
term capital gains is useful in setting up tax sav- 
ings. A short term gain or loss occurs on the sale 
of an asset held less than six months. If the item 
has been owned for the half year or better, the 
gain or loss is a long term one. 

On long term gains, only half of the gain is tax- 
able, and that at no more than a 50 per cent rate. 
In other words, the highest tax on a capital gain 
of the long term variety is 25 per cent. 

As with long term capital gains, long term capital 
losses are deductible only up to 50 per cent. How- 
ever, short term capital losses may be deducted 100 
per cent. (And a short gain is taxed 100 per cent.) 
Thus a short term loss can be used to offset a long 
term gain of twice the amount. If there is a large 
short term loss—more than can be used to wipe off 
long and short term gains—then the loss can be 
deducted directly from the regular income up to 
$1,000.00. Any loss remaining above the $1,000.00 
figure may be carried over for use in the five years 
ahead. 

Well aware of the workings of the capital gains 
provision of the tax law, Dr. George Gray used his 
knowledge to avoid a whopping income tax bill on 
a long gain of nearly $2,000 realized from a stock 
sale. Gray had a piece of second-hand equipment, 
bought during the scarcities period immediately fol- 
lowing World War II and used very little today. 

Gray's books showed a depreciated valuation of 
$1,000 on the item. He took it to a dealer who ex- 
amined it and said shortly: “Fifty dollars.” 

“Done,” said the doctor, who was well aware that 
he couldn’t have traded the creaking equipment for 
more than that amount anyway. He then went back 
to his office and happily deducted a long term paper 
loss of $950 from his very real dollar stock gain of 
$2,000, and thereby reduced his March 15 liability 
by $237.50. 
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When a physician receives insurance payment 
for a loss, how the payment is spent means a dif- 
ference in the amount of money which the Collec- 
tor of Internal Revenue asks on March 15. To il- 
lustrate this, there is the case of Dr. Harry White. 
A home addition that contained Dr. White's pro- 
fessional office burned to the ground. The depre- 
ciated value was $9,000. Harry had wisely insured 
it for what it would cost him to replace the struc- 
ture in 1951—$16,900. Question: Was his “profit” 
of $7,000 taxable? 

That depended, he was advised, upon how the 
$7,000 was spent. If it went to buy a new building 
of approximately the same size and the same real 
value as that which had been destroyed, then 
there was no tax liability. But if he pocketed the 
$7,000, or spent it for any purpose except to re- 
place his loss, then Uncle Sam would expect to be 
paid a tax share of the “profit.” 

CIf Dr. White spent $12,000 to replace his build- 
ing, then the $3,000 difference between $9,000— 
depreciated value of the old building—and the 
$12,000 replacement cost would not be taxable. 
The remaining $4,000 which was not needed or 
spent for a replacement building would be taxable.) 

Ordinarily, any losses a physician suffers which 
are not connected with his practice may only be 
claimed for tax deductions when itemizing personal 
expenses on the long Form 1040. But there are ex- 
ceptions which are worth noting. 

Securities, for example, have a special classifica- 
tion. The treasury notes that, “Many taxpayers sell 
securities for gain, even though they are not in 
the investment business. In such a case, these trans- 
actions do not constitute a trade, business, or pro- 
fession. However, by a special statutory provision, 
any losses resulting from the sale or exchange of 
such property (subject to limitations on capital 
losses) are deductible by the taxpayer in the com- 
putation of his adjusted gross income. The losses 
differ from ordinary nonbusiness expenses because 
they can be deducted even if the taxpayer uses the 
tax table or the standard deduction on Form 1040.” 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. Op- 


A personal automobile can count as a “business” 
deduction under certain circumstances. Merely rid- 
ing it from home to work and back every day does 
not qualify it as used in a physician’s practice. But 
if a physician uses it for picking up supplies, visit- 
ing patients, or doing any other tasks connected 
with his practice, however small, then the car's ex- 
penses became partly deductible. 

It’s easy to figure just how much may be de- 
ducted. Say that a personal pleasure car is driven 
10,000 miles during the year. About 1,000 of those 
miles were on chores connected with the office. 
That's ten per cent of the total use. Then ten per 
cent of the yearly depreciation may be charged off 
as a “business” expense, along with a tenth of the 
amount paid for gasoline, oil, lubrication, main- 
tenance, and repairs to the car. 

If a physician furnishes any of his employees 
lodging, the fair valuation of the room—and of the 
board if that’s furnished too—can be included as a 
wage deduction. The Bureau of Internal Revenue 
notes that compensation for personal services in- 
cludes “the value of board and lodging Cin cases 
where the board and lodging are provided as part 
of the salary) . . . and other kinds of compensation 
used by an employer to pay an employee for per- 
sonal services.” 

It’s well to pay by check. Cancelled checks al- 
ways serve as receipts. Note the purpose of each 
expense. Utilize charge facilities wherever possible 
instead of operating on a cash basis. 

Don't be afraid of the long form. A Louisiana 
physician was astounded to learn from casual con- 
versation with a friend that all interest payments 
are deductible—including personal loans, mortgages 
on a home, notes at the bank, even time payments 
on a kitchen appliance. His mortgage interest 
alone last year amounted to over $800. With that as 
a broad base, medical deductions, deductible taxes 
on personal purchases, and other small amounts 
enabled him to legitimately claim more than double 
the $650 blanket amount which be would have 
been permitted on his net income of $6,500. 


pressive taxes will eventually destroy the freedom of our democracy. Let’s do something about it! 
The Hoover Commission found, for example, that: 


Sixteen different government agencies are engaged at cross-purposes in wildlife preservation. 
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TRENDS AND EVENTS 


What of Eisenhower and the “Doctor Vote’’? 


Tue Eisenhower-for-President bandwagon gained 
momentum as 1952 began, which raised a number 
of questions in which American doctors are con- 
cerned. For example— 

How great will be the profession’s influence in 
selection of the Republican nominee for President? 
The Democratic nominee, too, should Truman de- 
cline to bear his party’s standard again. 

With the American Medical Association having 
aligned itself so intimately, albeit unofhcially, with 
the political fortunes of Senator Taft, what would 
be its reaction to the nomination of Eisenhower? 

Will there be a “doctor vote” of formidable size 
for the candidates to reckon with next November? 
Numerically, of course, they can not be classed with 
the “labor vote” or the “farm vote,” but smart poli- 
ticians do not underrate the power potential that 
lies in the physician’s—especially the family doctor's 
—close relations with his patients. Still fresh in their 
memory is Ohio’s Senatorial campaign of 1950, in 
which the doctors deservedly received a large share 
of the credit for Taft’s one-sided victory. 

Even though Congress again is in session and 
the White House has evinced fresh interest in the 
national health picture, as witness President 
Truman’s recent establishment of a special investi- 
gating commission, political speculation is taking 
priority over pending legislation as a conversation 
piece in the Capital. The explanation is simple: 
No major bills dealing with medical care are going 
to be enacted this year and as for the President's 
Commission on Health Needs of the Nation, that 
is regarded as just another “study.” On the other 
hand, the extent to which the AMA and its Na- 
tional Education Committee have projected them- 
selves into the political picture—to wit, the attack 
on Governor Warren's candidacy, the 1950 cam- 
paign for defeat of certain Congressional candi- 
dates in Florida, Wisconsin, Utah, and elsewhere, 
and intermittent broadsides against President Tru- 
man and Oscar Ewing—clearly demonstrates that 
organized medicine has an important stake in this 
summer's nominating conventions and the elections 
that follow. 
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IN THE NATION’S CA 


ITAL 


Urges Federal Streamlining 


An interesting sidelight on creation of the Presi- 
dent's Commission is the attention which that act 
has focused on the Doctors Committee for Improved 
Federal Medical Services. This came about early in 
January when Dr. Robert Collier Page, chairman of 
the latter group, wrote President Truman emphasiz- 
ing the urgency of streamlining the government's 
sprawling medical and hospital activities in order 
to expedite implementation of whatever recommen- 
dations his new commission may submit. 

The nationwide publicity achieved by Dr. Page's 
letter—he is medical director of Standard Oil Co. 
(New Jersey)—revealed to the public that the pub- 
lic service group which he heads is an articulate 
organization of physicians who are determined to 
do something about waste and inefficiency in Fed- 
eral medical-hospital operations. It further em- 
phasized that there isa sizeable bloc within the medi- 
cal profession fighting for establishment of a De- 
partment of Health, a highly controversial issue 
because it involves withdrawal of veterans’ health 
care for Veterans Administration control. 

“The appointment of the Commission,” Dr. Page 
wrote the President, “in no way lessens the neces- 
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sity or urgency to streamline the 35 competing Fed- 
eral medical systems which have fostered the mal- 
distribution and stockpiling of doctors, the wasteful 
and confused practices between government medi- 
cal organizations, unjustifiable expenses to the citi- 
zens and very often inferior services to beneficiaries. 

“The Commission’s study can be useful only if 
there is in operation a sound, efficient, well-planned 
and co-ordinated Federal medical system to imple- 
ment its recommendations. . . . We should like to 
be certain that the Federal medical system will be 
so organized that it can constructively use and fol- 
low any concrete suggestions that the National 
Health Commission may make that Congress and 
the medical profession deem wise. 

“Mr. President, on behalf of the thousands of 
very sincere, interested, and civic-minded doctors 
whom I represent, I assure you of our desire to co- 
operate in your efforts to arrive at a proper solution 
to the complex problems of general medical care 
and in your efforts to reorganize the present Fed- 
eral medical system, so that it can function most ef- 
fectively and economically in the interests of all 
citizens.” 

An organization meeting of the President's 
Health Commission was held in Washington Jan- 
uary 11, less than two weeks after Mr. Truman's 
announcement of its appointment. Four of its 14 
members (including Chairman Paul B. Magnuson) 
are doctors of medicine and a fifth is to be named 
to fill the vacancy caused by resignation of Dr. 
Gunnar Gundersen, of LaCrosse, Wis. Headquar- 
ters of the Commission, which is charged with the 
duty of completing its fact-finding investigation 
within 12 months, are at 901 Sixteenth Street 
Northwest, Washington 25, D. C. 

Senator Herbert H. Lehman, of New York, 
chairman of the Senate Subcommittee on Health 
Legislation, indorsed the Commission idea but 
stated that Congress should act upon pending bills 
this year without waiting for the Magnuson group 
to bring in its recommendations late in 1952. He 
did not mention the bills to which he was referring 


but a look at the record would indicate his inter- 
est lies primarily in Federal financial aid to medical 
schools and local public health departments; sub- 
sidization of group practice clinics; revival of the 
World War II program of defraying maternity and 
infant care expenses in servicemen’s families, and 
increased Federal participation in early detection of 
chronic diseases. 

However, all signs point to Congressional inac- 
tion on these measures. That they will be discussed 
and debated is certain; that any will be enacted into 
law is highly improbable. The same goes for a bill, 
scheduled to be introduced before this session is 
very old, that would provide Federal hospital in- 
surance benefits for social security beneficiaries in 
the 65-and-over age group. 


Other Developments on the Washington Front 


On January 4, the Supreme Court listened to oral 
arguments by both sides in the Department of 
Justice appeal for reversal of the Portland (Oreg.) 
Federal Court decision that absolved Oregon State 
Medical Society, Oregon Physicians’ Service, eight 
county societies and eight individual defendants of 
“Medical monoply” charges. 

Selective service headquarters revealed there prob- 
ably would be no call-up of any draft-vulnerable 
physicians in February but made no commitments 
beyond that. 

Wage Stabilization Board continues to receive 
complaints against fee schedule restrictions in its 
regulations governing medical care benefits which 
employers may extend to wage earners. 

With the turn of the year, Dr. Melvin A. Casberg 
took office as deputy chairman of the Armed Forces 
Medical Policy Council and experienced observers 
were of opinion that he will succeed Dr. W. Ran- 
dolph Lovelace II as chairman before the year is 
far advanced. 

Dr. Derrick T. Vail, Chicago ophthalmologist, 
succeeded Dr. Charles W. Mayo as chairman of 
VA's Special Medical Advisory Group. 


MORE GENERAL PRACTICE RESIDENCIES APPROVED 


Ten additional hospitals have received approval of their general practice residency program since 
publication of the annual list, September 29, 1951, according to the Council on Medical Educa- 
tion and Hospitals of the A.M.A.—].A.M.A., January 19, 1952. 


GP @ Volume V, Number 2 


] 


THE CLINIC DIAGNOSTICIAN 


BY VINCENT E FISCHER, M.D. 


A Mtnor effort in contemplation should convince 
the most obdurate mind that the major portion of 
medical diagnoses are made every day by the gen- 
eral physician in routine practice. This should not 
be a difficult conclusion, since roughly two-thirds 
of the physicians in the United States are general 
physicians. The daily diagnoses of these many gen- 
eral physicians have proved to be an highly accept- 
able and respected system of medical practice to the 
American Public. Converting this publicly recog- 
nized ‘diagnostic acumen to hospital Out Patient 
Department economy should prove no great transi- 
tion. lt may even serve to indicate the need of a 
long desired innovation in medical planning. 

The technique of applying the principle of pro- 
cedure employed in private practice to the hospital 
O.P.D. should be given a trial. Public evaluation of 
the departmentalized O.P.D. is not too gratifying. 
Its teaching value for the medical student compli- 
cates the required integration necessary to produce 
the best in general physician training both from 
the patient and student aspect. The departmental- 
ized O.P.D. represents segmentation in diagnosis, 
treatment, perspective, and follow-up care. It is 
piecemeal dissection of a scrambled egg. 

A further refinement in O.P.D. care would be 
family practice clinics. Family history is highly im- 
portant in some diagnoses but so much is missed 
because patients are unaware of personality traits 
and there is no question pattern adequate to con- 
vey the picture. One look at the family and the 
astute physician has ten pages of family history 
under his hat. In the same look he can get ten more 
pages of personal history. The public does want a 
family physician. Would it not be unfair to limit 
this privilege only to those who can afford it? 

It would appear highly desirable if the hospital 
forgot bricks and mortar and approached the in- 
digent public with a proposal such as this: “There 
is a family doctor for you in this clinic.” It is not 
possible for medicine to achieve public acclaim 
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with production line procedure, nor can the hospital. 

Personalities require personal treatment and it 
will be sought out even to the extent of cultism. 
Personal care in O.P.D. practice can be achieved 
without impairing any scientific objective which 
hospital staffs may desire. It may offer a new field 
of socio-scientific data hitherto uncompiled. 

Specialty practice in O.P.D. would then be ap- 
plied in the field of consultation service as in 
private practice. The specialty physician would not 
be wasting his time determining that the patient 
was not one for his department. Nor would the 
patient be shunted all over O.P.D. to determine 
his proper clinic. Specialty practice would become 
more efficient and effective. The general physician 
would improve his perspective and the medical stu- 
dent could be trained to be, first of all, a good doctor. 

The entire program would promote closer liaison 
with general and specialty physicians within and 
without the hospital. The general physician could 
follow his patient to the specialty clinic to deter- 
mine the value of his referral and at the same time 
observe techniques in diagnosis and treatment to 
further increase his value as a family physician. 
The obligation of follow-up through specialty clinics 
should be a mandatory procedure for the medical 
students. 

Three years ago a prominent N. Y. City special- 
ist remarked, “I don’t quite comprehend the objec- 
tive of the general practice movement. Our hospital 
O.P.D.’s are departmentalized. Do you expect us to 
change that?” Departmentalization has been in ef- 
fect thirty years in New York City. It has been op- 
erating in most other large cities at least twenty 
vears. If it has not effected public acclaim in this 
time, a new approach should be tried. The simple 
answer is that the public desires personal medical 
care in the hospital and in the family. It may vet 
be necessary to dissect the egg before it is scrambled. 
--Reprinted from the Bulletin of the Medical So- 
ciety of Monroe (N. Y.). 


What Others Are Saying... 


Mepicat readers of the Sunday Times must surely 
have experienced the pangs of envy on reading a 
recent article on doctors’ earnings in the United 
States of America. For the edification and discom- 
fiture of those Philistines who restrict their week- 
end reading to lesser literary matter, we propose to 
rehash the galling statistics. The average U. S. 
doctor in independent practice last year earned 
£4,235 (i.e. net taxable income, after all expenses 
have been paid); members of partnerships Ci.e., one 
doctor in seven) reported £6,330 against an aver- 
age of £3,790 for doctors working alone. Patholo- 
gists and gynecologists, incidentally, both topped the 
£7,000 mark, while the neurosurgeon kept the 
wolf at bay with a modest £10,328! 

Unfortunately, there are no official British figures 
for comparison, but it has been estimated that the 
average earnings for general practitioners in this 
country at the present time are in the region of 
£1,630 (net) from L.E.C. sources, with probably 
another £170 or so from private practice, medical 
boards, insurance examinations, etc.—giving him a 
total of £1,800 with which to face Mr. Gaitskell. 
Whole-time specialists (even neurosurgeons) prob- 
ably do not receive more than £2,800 on average, 
including merit awards; and the 9/11 gentlemen 
with private earnings probably average something of 
the order of £4,000—but this is pure guesswork. 

Our sober senses may well reel at the seemingly 
astronomical salaries of our American colleagues, for 
throughout the whole range the incomes amount to 
about two and a half times our own. What these 


earnings represent in purchasing power, of course, 


Rich Cousins ? 


1s quite a different matter; the cost of living in 
God’s Own Country is so much higher than in 
Britain that some considerable adjustments must be 
made if comparisons are to have any meaning. We 
have, unfortunately, no figures to help us here. 
There is, nevertheless, another possible basis of com- 
parison, namely, the proportion of the national in- 
come earned by the average doctor in each country. 

The total spendable income of 150 million Amer- 
icans is about £90,000m. thus giving each and 
every one of them £600 p.a. On the other side, 50 
million Britons have little trouble spending 
£12,000m, which works out at £240 per head. Each 
Yank, in short, spends two and a half times as much 
money as each Little Englander—which is sad read- 
ing indeed! The American doctor, naturally enough, 
shares his fellow countrymen’s good fortune to 
exactly the same degree; he earns two and a half 
times as much, and finds that he has to spend two 
and a half times as much, as his British counterpart. 
“Mountains higher, rivers deeper . . .” 

The conclusion is unexceptional. To be an Amer- 
ican is seemingly a profitable business, but to be 
an American M.D. is neither more nor less profit- 
able than to be any other species of American. It’s 
a matter of roundabouts and swings . . . 

Let British doctors who are potential emigrants 
take heed—it will save them the six years study 
necessary to get on the American register. And any- 
way, who knows?—by then, there'll probably be a 
N.HLS. in the States. Time, as they like to put it 
over there, marches on . . .—Medical World, Lon- 
don, August, 195}. 
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Dr. Roehll once spent three hours a night for eight weeks reading history and 
other research before constructing one scene of the great moments in history and 
medicine. He is shown here with Napoleon’s Army at the battle of Waterloo. 


MINIATURES OF GREAT MOMENTS 


BY KEN YARBER 


Dr. W. H. Roentt has perhaps the only hobby of 
its kind in existence in the medical profession, and 
as many hobbies do, his began with a Christmas 
gift. The package, much to his surprise, contained 
several lead figurines. 

“Just what,” he asked himself while alone, “am 
I going to do with these!” After diagnosing the case 
for several days, he wrote to concerns making lead 
miniatures. He learned that thousands of various 
pieces were on the market—small scale likenesses 
of people of all countries who lived on earth from 
the First Century on. 
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Home from his office in downtown Middleton, 
Ohio, he dug into the hall closet for the gift mini- 
atures, and decided that at least the little people 
should have some clothes on. In the basement he 
found some quick-drying, model airplane paint and 
a small artist’s brush. 

After a few brave strokes of gray and gold, the 
figure turned out to be a captain in the Confed- 
erate Army. Another was an English Redcoat of 
the Revolutionary War. Still another was a lean, 
gaunt farmer with a long rifle over his shoulder— 
a Minute Man! 
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A group of Caesar's Legion Army prepares to do battle with the enemy. 


That was three years ago. Today, Dr. Roehll has 
12 magnificent dioramic scenes from some of the 
great moments in medicine, coupled with great mo- 
ments in history. 

The scenes are built into three-dimensional show- 
cases, lining the basement walls of his pine-paneled 
recreation room. When the light flicks on, there 
is a brilliant panorama of technicolor, showing 
Egypt, Greece, Rome, hospitals of the Twelfth 
Century, the Crusades, Renaissance, the Reforma- 
tion, landing of Pilgrims in America, battle of Lex- 
ington, surrender at Yorktown, Waterloo, and Get- 
tysburg. Each is a separate scene; authentic to the 
most minute detail. 

To accomplish this, Dr. Roehll read scores of 
books on history and medical milestones. Research 
for one scene alone consumed three hours a night 
for eight weeks. “That's the hard part,” he admits. 
“Building the scene is fairly easy after the facts 
and data are straight.” 

For material, Dr. Roehll buys from various manu- 
facturers. For lead trees, shrubbery, and livestock, 
he orders from sources in California which also 
supply the motion picture industry with miniature 
sets for movie purposes. 

He buys the figures unpainted, or “undressed,” 
as he likes to call them. “It’s cheaper that way, be- 


sides, it gives my wife a chance to help,” he says. 
The cost of the lead pieces depends on the 


amount available to invest. The highest priced 
one in Dr. Roehll’s collection is $4. Some on the 
market are as high as $300. “Famous coilectors in- 
clude Winston Churchill, the late Franklin D. 
Roosevelt, and Douglas Fairbanks, Jr., who is esti- 
mated to have some 15,000 figures,” he says. Dr. 
Roehll has a thousand in his collection and plans 
to acquire more, “that is if I can bring them home 
in my bag—past the wondering eyes of my wife.” 

For background in the scenes, enlarged pictures 
are used to a great extent. For hills, meadows and 
other landscapes, he takes pictures of the nearby 
countryside, colors and cuts them, and then glues 
the picture to the backdrop. Another source is geo- 
graphic magazines. In this manner he obtained for 
a backdrop a picture of the University of Padua, 
early hospitals, castles, and the house in which the 
English General Cornwallis surrendered. For grass, 
green sawdust is used. Other stage properties in- 
clude small stones, twigs, and blue mirrors, repre- 
senting lakes and pools. 

The miniature scenes begin with Egypt. It’s a 
scene of the early Nile River dwellers and their 
Nubian slaves about the time that Inhotep prac- 
ticed a crude form of medicine. 
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Number two depicts the sacking of Rome by the 
Gauls. During this era, Galen, father of Roman 
medicine, lived. The scene also begins the “dark 
ages” of medicine which continued for the next 
300-odd years. 

Number three is Greece. The scene shows 
Grecian Gods of Health, Hygeia, and Panacea. In 
this era, Hippocrates lived from 460 to 370 B.c. 

Next, are the Crusades from the 11th to the 13th 
Centuries. There isn’t any outstanding medical 
discovery or fact connected with this period, he de- 
clares, except for the fact that the Crusades marked 
the dissemination of the world’s races, resulting 
in outbreeding. 

The scene shifts to the hospital era of the 
Twelfth Century with its beautiful Gothic archi- 
tecture. John of Arden was the outstanding medical 
man at that time. 

Scene six is the Renaissance in Italy and the 
beginning of the teaching of modern medicine. The 
scene includes the University of Padua showing 
Vesalius dissecting the human arm. Harvey was a 
student of the University in 1599 at the time 
Fabricus was a professor of surgery. 

The seventh scene is important medically, Dr. 
Roehll points out, because it marks the earliest use 
of gunpowder. It’s the time of the Reformation and 
shows soldiers still clad in armor and carrying heavy 
spears, swords, and crude guns. It was during this 
period that the French surgeon, Ambroise Paré, 
1510-1590, began the treatment of wounds by using 
a silk thread to tie off blood vessels in amputation 
cases. “Prior to Paré, the accepted method was to 
stick the amputated limb into boiling oil,” Dr. 
Roehll states. 


The landing of the Pilgrims in America is not of 
direct medical importance, but this eighth setting 
shows the beginning of a new culture which be- 
came the medical center of the world about 300 
years later. 

The battle of Lexington, and Redcoats firing 
upon Minute Men, is depicted in scene nine. Dur- 
ing this period, in 1785, William Withering, de- 
scribed the use of foxglove in the treatment of heart 
failure. Scene ten is the surrender of Cornwallis at 
Yorktown. 

Napoleon began the use of horse-drawn ambu- 
lances for the first time in the battle of Waterloo 
which is a colorful setting for scene eleven. 

The battle of Gettysburg, in which ether was first 
used as an anesthetic on a major scale, is scene 
twelve. During this period, the American Red Cross 
was organized, and Clara Barton became a national 
legend. 

Dr. Roehll is ready to build the thirteenth scene, 
but is in somewhat of a quandary as to what it 
should show. “Sometimes I feel as though I should 
hang a black curtain over this empty showcase, be- 
cause I've nearly lost count of the wars since 1860,” 
he smiles. “Maybe I'll make it a panorama of all 
the important medical discoveries of the last 50 
years, or perhaps D-Day.” 

He recommends a hobby for everyone, explain- 
ing that it prevents boredom, stimulates interest, 
and gives peace of mind and contentment. 

“But whatever is chosen on which to spend after 
hours, always remember one thing: never tell your 
wife that any certain article costs more than 29 
cents. It helps to keep peace in the family.” 


British Redcoats fire on Minute Men at Concord, “the shot heard round the world.” 


Do you have YOUR copy of 


BROWN-McDOWELL’S 


Plastic Surgery of the CNose? 


* * * * * * * * * * * * * * 

If you have been under the impression that plastic surgery is restricted to only a 
few specialists, please revise your views. When you have read Brown-McDowell, 
you will be convinced that plastic surgery is every surgeon’s concern. For nose 
fractures are the most common in accidents and they do better if taken care of on 
the spot. 


You may not be consulted tomorrow by an actress or a model who wants to im- 
prove her appearance—but with traffic tolls at new highs, a compound fracture of 
a face and nose could very well be your problem. The future of the victim will 
depend upon your ability to put his face together again. 


The January issue of SG&O carried a review of 
PLASTIC SURGERY OF THE NOSE written by Dr. 
Sumner L. Koch. Among other things, he said: 

“The surgeon who has casually thought of plastic 
surgery of the nose as comprised of the removal of 
unsightly humps and in correcting the deformity of 
a saddle nose with a cartilage transplant will gain 
new insight both into the complexities and the pos- 
sibilities of such surgery by a careful reading of Brown 
and McDowell’s excellent monograph, ‘Plastic Surgery 
of the Nose.’” 

He also said: 

“It is impossible in a limited review to enter into 

a discussion either of the general plan or of the details 


of operative procedures, but rarely has this reviewer 
seen such concise, clear cut and comprehensive de- 
scriptions and diagrams of operative procedure,—de- 
scriptions that leave no doubt in the mind of the 
reader as to the exact method of the author's attack 
on the problem in hand. 

“No one can even glance cursorily through this 
volume without being aware of how large a contri- 
bution to happiness and better living the conscien- 
tious and skillful plastic surgeon can make. Among 
the men who are doing such work the authors of this 
volume stand very high.” 

What more need be said? Fill out the coupon below 
and order your copy today. 


B JAMES BARRETT BROWN, M.D., Professor of Clinical Surgery, Washington University School 

y of Medicine, St. Louis; Chief Consultant in Plastic Surgery, United States Veterans Admin- 
istration, Washington, D. C., formerly Senior Consultant in Plastic Surgery, United States Army 
and in E. T. O., and Chief of Plastic Surgery, Valley Forge General Hospital; and 


FRANK McDOWELL, M.D., Assistant Professor of Clinical Surgery, Washington University 
School of Medicine, St. Louis. 427 pages, 379 figures (48 in color). Price, $15.00 


The C. V. Mosby Company 
3207 Washington Blvd., St. Louis 3, Mo. 
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Brown-McDowell’s PLASTIC SURGERY OF THE NOSE ($15.00) 


CO Enclosed find check. (C Charge my account. 
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The Arthropathies. A Handbook of Roentgen Diagnosis. 
By Alfred A. de Lerimier. Price, $7.00. 2nd Ed. Year 
Book Publishers, Chicago, 1949. 

This is a revised edition of a handbook originally 
published in 1943. The first edition was part of a 
series of handbooks of roentgen diagnosis. The author 
states, in his introduction, that the reasons for revision 
are to provide new reproductions without using the 
wavy arrows that were used in the first edition, and to 
include generalizations descriptive of each entity. The 
latter included general comment near the beginning of 
the discussion concerning a disease, while later on a 
so-called roentgen summary is given and consideration 
of differential diagnosis is included. These changes 
constitute a definite improvement in the book as a 
whole. 

The author also makes a plea for the use of non- 
screen roentgenograms and high kilovoltage for better 
detail and gradation of densities. For those who use 
intensifying screens, the high kilovoltage is especially 
important. The point is also stressed that the so-called 
speed of an intensifying screen varies with the kilo- 
voltage. 

The general format of the book is the same as used 
in the previous edition. The book is divided into three 
major parts: the peripheral joints, the spine, and a 
small part on a temporomandibular joint. The subject 
matter is concise and yet contains most of the details 
necessary for accurate diagnosis. 

This book is highly recommended for the general 
practitioner as well as for trainees in various specialties 
such as radiology, orthopedics, and possibly surgery. 
It is not intended as a complete reference work but 
more as a concise reference to have handy on the 
office desk. 

—Cuar.es M. Nice, M.D. 


Hemodynamics in Failure of Circulation. By W. B. You- 
mans, M.D., and A. R. Huckins, M.D. Pp. 80 with 
10 illus Price, $2.75. Charles C Thomas, Springfield, 
Ill., 1957. 
This little book is a review of the cardiovascular pat- 
terns in various types of heart failure. 
The first chapter is devoted to the basic physio- 
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logic principles. For so small a book, an amazing 
amount of material is covered, a fact that should make 
for difficult reading, but the material is beautifully 
presented and the diagrams summarize large portions 
of the text. It is a tribute to the authors that it is so 
easy to understand. 

The second and third chapters discuss the mech- 
anisms producing a reduction in venous return and 
failure of the heart. Where there are gaps in our 
knowledge, the authors so indicate. 

The final chapter is curiously labeled Chronic Ve- 
nous Congestion Without Heart Failure. They have 
selected this title because in cardiac failure syndromes 
discussed up to this point, cardiac output was normal 
or decreased. In this section are discussed causes of 
cardiac failure with high output. Beriberi and systemic 
arteriovenous fistula are covered in detail as illustrative 
examples. 

The book is good and will be read and reread by 


its owners. —Nicuoras J. Corsonas, Jr., M.D. 


Peptic Ulcer. Edited by David J. Sandweiss, M.D. Pp. 
790 with 164 illus. Price, $15.00. W. B. Saunders 
Company, Philadelphia, 1951. 


This is a tremendous tome on peptic ulcer repre- 
senting one of the first efforts on the part of a national 
association of specialists to sponsor a comprehensive 
work dealing with an important and common disease. 
This authoritative treatise embodies the best current 
thought on the clinical aspects, diagnosis, and manage- 
ment of this widely occurring condition. The text im- 
mediately impresses the reader with its thoroughness 
by plunging right into a detailed discussion of the 
embryology and anatomy of the upper alimentary 
tract. This is followed by a highly practical survey of 
the physiology of digestion and the pain-producing 
mechanism involved in upper gastrointestinal disorders. 

The chapters devoted to diagnosis and treatment are 
monumental but stereotyped. Every conceivable drug, 
experimental or otherwise, is fully discussed and its 
rationale and inadequacies spotlighted. The “Sippy 
School” of overpowering gastric acidity is mildly 
chided. The great hope for the future of drug therapy, 


according to the author, seems to lie in discovering an 


on a new contraceptive gel 
used without a diaphragm 


634 cases — Study A 
“A total of 634 patients were given the new contraceptive, 
PRECEPTIN vaginal gel, during the survey period. Of this 
number, 467 patients had used the Gel for 2 to 22 months, 
giving a total of 4046 woman-months exposure. 

* * * 


‘Based on the estimated noncontraceptive pregnancy rate 
of 80 (Cavanaugh), and expressed in terms of failures per 
woman-months of exposure, the pregnancy rate in this 
study was 4.1 for the entire group. There were 5 preg- 
nancies in the series of women using the Gel six months 
or more, an effectiveness of 97.9 per cent. From the calen- 
dar cards it was seen that coitus was practiced at all times 
of the cycle, including the fertile period.’"! 


704 cases — Study B 

“The material chosen for this study, PRECEPTIN vaginal gel, 
is a smooth, white, odorless preparation... It possesses 
the following desirable physical properties: it spreads 
readily, mixes rapidly with vaginal secretions and with 
seminal fluid, and its superior adhesiveness favors ade- 
quate covering of the external os... The Gel is nonirritat- 
ing, as proved by the normal vaginal biopsies taken after 
6, 9, and 16 months of continued use... 

“Esthetic acceptability and effectiveness in preventing con- 
ception were ascertained through a questionnaire and by 
study of the charts. A predominant number of the 704 
women in this study were of proven fertility. During the 
two-year study of this contraceptive Gel, conception was 
effectively controlled in 98.2 per cent of the 704 
patients.”2 AN 


— @ major advance 
VAGINAL GEL in conception control 
developed by Ortho Research Laboratories 


1. Stromme, William B., and Rothnem, Morris S.:. International 
Record of Medicine and General Practice Clinics 164:675 (Nov.) 
1951. 


2. Hunter, Wilson G.; Darner, C, B., and Gillam, J. B.: Inter- 
national Record of Medicine and General Practice Clinics 164:674 
(Nov.) 1951. 


Pharmaceutical Corporation 
Raritan, New Jersey 


Manufacturers of Ortho-Gynol®, Ortho® Creme, 
Ortho Kit, and Ortho White Kit. 


agent capable of enhancing the natural mechanism 
whereby the gastric and duodenal mucosa can resist 
ulceration. Until such time as these agents are fully 
developed or a specific cure found, it would be well 
to adopt a much more critical and discerning attitude 
toward all drugs. 

Surgical management is also discussed with emphasis 
on indications for various techniques and the medical 
aftercare. The section on complications of ulcers and 
emergency management is particularly invaluable to 
the practitioner in the field. 

Here, then, is the story of peptic ulcer in one volume 
representing mainly the views of an articulate school 
of theorists of which Dr. Sandweiss is a leading ex- 
ponent. Each paper is accompanied by an extensive 
bibliography further establishing completeness of con- 
text. This is an excellent book for the gastroenterolo- 
gist and research physiologist, purely a luxury item 
and reference text for the general practitioner. 


—A. R. Marsicano, M.D. 


Surgical Clinics of North America. Nationwide Number 
on Minor Surgery. Pp. 1,580. W. B. Saunders Com- 
pany, Philadelphia, 1951. 


This volume deals with such subjects as the man- 
agement of common superficial wounds, the treatment 
of infections in the ambulatory patient, hand infec- 
tions, burns, minor fractures and sprains, minor gyne- 
cologic surgery, minor urologic surgery, minor proc- 
tologic surgery, and many other subjects of practical 
interest to the general practitioner. Since it is an up- 
to-date volume on minor surgery, it is to be highly 
recommended to the physician in general practice. 


—R. B. Rosins, M.D. 


Elements of Medical Mycology. By Jacob H. Swartz, 
M.D. Pp. 240. Price, $5.50. 2nd Ed. Grune and Strat- 
ton, New York, 1949. 


Swartz, a student of Carroll W. Dodge, is assistant 
professor of dermatology, Harvard Medical School. In 
collaboration with Ethel M. Rockwood and with an 
introduction by Fred D. Weidman, he has increased 
the size of the book somewhat as compared with the 
first edition of 1943, and has discussed with greater 
detail and with more illustrations the clinical aspects 
of fungus infections, including the less common 
ones. Swartz’s prefaces state that he has sought sim- 
plicity and conciseness in preparing a guide for stu- 
dents of mycology and dermatology as well as for 
internists and surgeons so as to familiarize a reader 
with mycologic terminology, diseases, and laboratory 
procedures. 

The nine chapters are devoted consecutively to (1) 
a general discussion of morphology, physiology, classi- 
fication, and pathogenicity of fungi; (2) diagnosis by 
direct microscopic examination, cultural procedure, 
Wood's light, skin tests, animal inoculation, and sero- 
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logic testing; (3) the Blastomycetes; (4) the genus 
Microsporum; (5) the genus Trichophyton; (6) other 
pathogenic fungi; (7) common contaminants; (8) im- 
mune reactions, the trichophytin, oidiomycin, cocci- 
dioidin, and blastomycin tests; and (9) antibiotics 
and newer chemotherapeutic agents. A glossary, an 
index, and an instructive folding chart complete the 
volume. Each chapter ends with a good, though in- 
tentionally not exhaustive, bibliography. 

There are 138 illustrations, many of which are 
photomicrographs and some of which are clear and 
pertinent drawings. All illustrations, clinical, histo- 
pathologic, and mycologic, fulfill their carefully se- 
lected purpose and are well reproduced on paper of 
high quality. 

Clinical features are succinctly described, and 
treatment, including formulae for prescriptions ap- 
propriate for each condition, is given with sufficient 
adequacy, clarity, and detail so that the book has real 
practical value to a general practitioner. 

This book is solid, sane, and pruned free from 
trivia by the experienced scholar and teacher who 
wrote it. It is well worth its price to any physician 
who desires to know about fungus infections, super- 
ficial or deep, of the human being. 

—Ricnarp L. Surron, Jr., M.D. 


Obstetrical Practice. Edited by Alfred C. Beck, M.D. Pp. 
1,012 with 947 illus. 5th Ed. The Williams & Wilkins 
Company, Baltimore, 1951. 


Obstetrical Practice is a textbook of obstetrics written 
for students in medicine and doctors specializing in 
this field. It also can be of value to the general prac- 
titioner as a reference book. The author uses his ex- 
perience for a great deal of the material presented. The 
style is essay in type and easily read. The medical stu- 
dent will be greatly relieved in finding the pages are 
not filled with statistics and quotations from other 
clinics which take up valuable reading time and are 
soon forgotten. 

The first seven chapters deal with the physiology, 
anatomy, and embryology of the female reproductive 
system and its changes during pregnancy. These dis- 
cussions are somewhat brief but adequate. Chapters 8 
through 16 present the diagnosis and management of 
pregnancy and puerperium as well as the mechanisms 
involved in the delivery. This part of the book is ex- 
cellent and well illustrated especially for the beginner. 
The next 22 chapters deal with the complications of 
pregnancy and their management. The last 9 chapters 
are devoted strictly to the surgery of obstetrics. The 
index is excellent, containing 44 pages. An appendix 
at the end of the book has 22 reproductions of x-rays 
showing unusual and interesting cases. 

The author has certainly brought this textbook up 
to date. One hundred and six new illustrations have 
been added and 390 of the old illustrations have been 
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used without a diaphragm 


applied with a measured-dose applicator 


PRECEPTIN vaginal gel’s unique base does more 
than eliminate the diaphragm; it replaces the mechanical 
diaphragm with a better contraceptive barrier. PRECEPTIN 
vaginal gel’s synthetic base forms a persistent, adherent 
physicochemical barrier over the cervical os. 


the unique new base mixes rapidly with semen pro- 
viding an excellent vehicle for PRECEPTIN vaginal gel's 
superior spermicidal system. 


the new synthetic base 
® spreads quickly 
» adheres well to the moist cervical mucosa 
* is readily miscible with semen 
» rapidly releases active spermicides 


composition: PRECEPTIN vaginal gel contains the active 
spermicidal agents p-Diisobutylphenoxypolyethoxyethanol 
and ricinoleic acid in a synthetic base buffered at pH 4.5. 


PRECEPTIN vaginal gel —a major advance in conception 
control developed by Ortho Research Laboratories. 
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redone. He has rewritten many chapters to include the 
newer concepts of recent years. He has dared to de- 
emphasize many of the old ideas which remain in the 
average textbook. This book represents his ideas and 
techniques of obstetric practice. 


E. Jupson, M.D. 


Spatial Vector Electrocardiography. By Robert P. Grant, 
M.D., and E. Harvey Estes, Jr., M.D. Pp. 149. Price, 
$4.50 The Blakiston Company, Philadelphia, 1951. 


This small book is devoted primarily to a discussion 
of a point of view that is of great importance in the 
intelligent interpretation of electrocardiograms of all 
kinds. In the simplest terms, this means what do the 
limb, precordial, or other electrocardiographic tracings 
signify in terms of electrical forces actually present in 
the heart? This approach has been employed for a 
long time by experienced electrocardiographers in the 
interpretation of the limb leads, and the authors point 
out how precordial and limb leads may be used to- 


gether to obtain approximate representations of the — 


voltages acting in the heart in three-dimensional space. 

The text is clearly and concisely written, and the 
numerous figures help greatly to clarify the discussion. 
Some matters are perhaps oversimplified, and some lib- 
erties are taken in the vectorial presentation. The 
authors are, however, familiar with fundamental mat- 
ters which should be known for the proper interpreta- 
tions of electrocardiograms of any kind, and they make 
clear the limitations and possible inaccuracies of the 
vector method as they have presented it. 

This book will be of little interest or value to the 
physician who has only a casua! interest in the elec- 
trocardiogram, but should be of great help to the doc- 
tor who wishes to interpret the records, not as patterns, 
but in terms of electrical forces actually present in the 
heart. 

The material in this book directly relating to the 
spatial vectorcardiogram is less important, in the opin- 
ion of the reviewer, than are the techniques described 
and the point of view employed. Many matters dis- 
cussed are important in interpretation of conventional 
electrocardiograms whether the physician wishes to 
employ vector methods extensively or not. 


—F. D. Jounston, M.D. 


Ophthalmology. By Arno E. Town, M.D. Pp. 511 with 
208 illus. Price, $10.00. Lea and Febiger, Philadel- 
phia, 1951. 


This is an excellent book on ophthalmology that is 
of value to specialist, student, and general practi- 
tioner. Although it does contain considerable theoreti- 
cal material, the most valuable part is the clinical 
portion. I feel that this is one of the best, if not the 
best, book on ophthalmology for the general practi- 


tioner. 


—A.sert N. Lemorne, Jr., M.D. 
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Tumors of the Skin, Benign and Malignant. By Joseph 
J. Eller, M.D. and William D. Eller, M.D. Pp. 697 
with 550 illus. Price, $15.00. 2nd Ed. Lea and Fe- 
biger, Philadelphia, 1951. 


This is a practical and excellent treatise on its 
subject, with strong appeal to general practitioners as 
well as to dermatologists, surgeons, radiologists, and 
pathologists. The coverage is concise and systematic. 
Clinical and diagnostic features of every kind of skin 
tumors are well described in brief paragraphs, as are 
microscopic appearances; treatment of each kind of 
tumor is clearly delineated. Details are,adequate for 
all practical purposes, and under some headings, 
where fairly extended discussion is unavoidable, clarity 
and simplicity of statement are admirable. Both sur- 
gical and radiologic techniques are given in such a 
way that a physician looking to the book for help can 
readily get the help he seeks. References are supplied 
in fully adequate lists following each topic, such that 
extended investigation could be pursued so as to sat- 
isfy the most critical student. The final chapters on 
cutaneous surgery and plastic repair and on radiation 
physics are informative and useful. The illustrations, 
both clinical and histopathologic, are uniformly well 
chosen and of high quality. 

This is a fine book, practical and informative, to be 
recommended highly to any physician interested in or 
responsible for the management of tumors of the skin. 

—Ricuarp L. Surron, Jr., M.D. 


Women in Marital Conflict. By Florence Hollis, Ph.D. 
Pp. 221. Price, $3.50. Family Service Association of 
America. 


This is for the adventuresome reader, the one who 
likes to get off the main highway, the one who likes 
to challenge his old thoughts with new ideas. Not 
that this is hard to read; on the contrary, it is easy 
reading because, except for the introduction, the work 
is one of fascinating case histories, the interpretation 
of the problems involved, and the attempted solutions. 
You do not have to accept all the ideas or interpreta- 
tions of the author but you will have to admit that 
by applying them she has come up with some very 
functional solutions to some of the most frequently 
encountered difficulties met by the physician in gen- 
eral practice. 

Do such titles as, excessive dependence, parental 
ties, rejection of femininity, personality factors and 
sex response, interfering relatives, and economic fac- 
tors arouse your curiosity? This is not the complete 
contents but is a suggestion and I found the material 
covered highly applicable to the current problems of 
real patients in practice. “There is no such thing as a 
marriage completely devoid of hostility. Occasionally 
such hostile feelings are consistently repressed, but 
more frequently and more naturally they are expressed 
—sometimes mildly and sometimes with vigor.” “Mar- 
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®€ In clinical practice it is clearly wise to test the urine of both 
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Out appropriate investigations and treatment if glycosuria 
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Sprague, R.G.: Cortisone and ACTH, Am. J. Med. /0:567, 1951. 


To avoid such clinical surprises and simplify clinical control, 
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Clinitest Reagent Tablets provide a rapid, reliable and con- 
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riage is an infinitely varied relationship. It may bring 
equilibrium and hence a relative feeling of happiness 
not only to the mature and healthy, but also to the 
immature and neurotic people if they happen to meet 
each other’s needs.” 

Well, read it for yourself; I commend it to your 
fireside or bedtime reading. 

—StranLey R. Truman, M.D. 


Roentgen Anatomy. By David Steel, M.D. Pp. 109. Price, 
$8.00. Charles C Thomas, Springfield, Ill., 1951. 


This fairly slender volume, consisting essentially 
of 54 reproductions of roentgenograms, is designed 
as a reference book of normal x-ray findings. The 
pages are approximately 10 by 12 inch, and are ade- 
quate for most of the parts illustrated. The radio- 
graphs are accompanied by suitably labeled tracings, 
principally of the bony and articular structures. 

Thirteen illustrations are devoted to the skull and 
facial bones, 37 to the bones and joints of the torso 
and extremities, and four to the cardiovascular sil- 
houette. The x-ray reproductions are of fair quality, 
and most of the tracings quite good. 

The illustrations deal with the more common ex- 
aminations, and therefore may be of some value to the 
inexperienced practitioner. For the radiologist, a larger 
number of projections (oblique, special position, and 
so forth) would be necessary. 

In subsequent editions it would be a little clearer 
if the illustration on page 18 were labeled “PA Nose- 
Chin or Waters Position,” not “PA.” The oblique 
projections of the lumbar spine should be labeled as 
anterior or posterior oblique. 

The author is radiologist for St. John’s Hospital in 
Cleveland, Ohio. 

—L. H. M.D. 


711 Medical Maxims. By William S. Raveno, M.D. Pp. 
197. Price, $3.75. Charles C Thomas, Springfield, 
Ill., 1951. 


This pocket-size book is a life-time collection of 
“pearls,” polished and as nearly perfect as a keen 
clinician can make them. The publisher deserves 
highest praise for his work in the production of this 
little book. It is warmly recommended as a mental 
stimulant—can be taken in small or large doses at 
almost any time of day or night. 

—Hucu H. Hussey, M.D. 


Surgical Measures in Hypertension. By Reginald H. 
Smithwick, M.D. Pp. 95. Price, $3.00. Charles C 
Thomas, Springfield, Ill., 1951. 


This monograph offers the reader a masterful sum- 
mary of the present-day status of the surgical treat- 
ment of hypertension. All aspects of the complicated 
problem are thoroughly covered, from the proper se- 
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NEW BOOKS 


From Year Book Publishers 


Management of the Newborn 


A New General Practice Manual 
by ARTHUR HAWLEY PARMELEE, M.D. 


Ready this month!—Written for the large group of gen- 
eral physicians who treat children, this compact manual 
is an organized portrayal of the clinical methods of man- 
aging the newborn, both normal and abnormal, found 
effective by the distinguished author through many years 
of practice. It is down-to-earth, generously flavored with 
Dr. Parmelee’s personal observations, warnings and rec- 
ommendations.—By Arthur Hawley Parmelee, M.D., 
Clinical Professor of Pediatrics, University of Southern 
California. 352 pages; illustrated. 


Pathology of the Fetus and Newborn 


A Correlation of Pathology with Clinical 
Manifestations 


by EDITH L. POTTER, M.D. 


Just Published!—The ‘definitive work in its field, highly 
important, tremendously useful, putting into accessible 
reference form a great mass of needed data heretofore 
unobtainable. The principal theme is correlation of 
pathology with clinical manifestations in order to call 
attention to pathologic changes so frequently overlooked 
or not understood.—By Edith L. Potter, M.D., Ph.D., 
Associate Professor of Pathology, University of Chicago. 
592 pages; 921 magnificent illustrations on 601 figures. 
$19.00, postpaid. 


A Clinical, Pocket-size Manual 
by CARL A. MOYER, M.D. 


Just Published!—This handy manual gives the essential 
basic knowledge of the physiologic regulation of the 
body’s fluid in health and during illness, with complete 
data on the clinical application of this knowledge. Here 
is the specific guidance so many doctors have been seek- 
ing, presented by an author especially qualified.—By Carl 
A. Moyer, M.D., Professor of Surgery, Washington Uni- 
versity, St. Louis. 192 pages; illustrated. $3.75, postpaid. 


Kook 


The Year Book Publishers, Inc. 
200 E. Illinois St. 
Chicago 11, Illinois 


Please send me the following 
PUBLISHERS books, postpaid, for 1% days’ 
free examination. 
Management of the Ready Feb. 
0 Pathology of the Fetus and Newborn--_-_-.-.--.--. $19.00 


GP 2-52 
4 


RELIEF 


from 


pain 


Belladonna Alkaloids 
Equivalent i 


| Bellaspro brings prompt and effective 

relief from the common aches and -algias ae 
... turning what might have been a oe 
wasted, pain-ridden day into one of com- aes 
fort and accomplishment. 
For relief of headaches, dysmenorrhea, a 
neuralgia, myalgia, sciatica, lumbago: 
: BELLASPRO® 

Caffeine gr. 
Acetophenetidin 2% gr. 

: Acid Acetylsalicylic 3% gr. 
f Supplied in bottles of 100, 500 & 1000 tablets : ce 

wail BELLASPRO?® with codeine® 

| No. 1 with 14 gr. codeine phosphate : 
{| No. 2 with 14 gr. codeine phosphate nek 
Ml Supplied in bottles of 100 and 500 tablets - 
i *Narcotic order form required 

| Rationally formulated for rapid relief of pain . 
! WANPELT & BROWN, INC. ¢ Pharmaceutical Chemists e RICHMOND, VIRGINIA a 
116 GP © Volume V, Number 2 F: 
; ‘he 


lection of cases for surgery to a statistical analysis of 
long-term results following surgery. The advantages 
of the lumbodorsal technique, the necessity for pre- 
serving the lumbar sympathetic ganglia in male pa- 
tients, the indications for cardiac denervations, and 
the physiologic effects of sympathectomy are com- 
cisely presented. 

Dr. Smithwick’s large personal experience combined 
with his clarity of thought and flowing manner of 
presentation gives the reader an authoritative, concise 
outline of the problem. Any physician who treats pa- 
tients with hypertension will benefit greatly by read- 
ing this monograph. Vascular surgeons, cardiologists, 
and internists should be especially interested. 
—Frank A. Finnerty, Jr., M.D. 


Medical Clinics of North America. Specific Methods of 
Treatment. Boston Number. Pp. 1,576. W. B. 
Saunders, Philadelphia, 1951. 


This includes twenty-one articles on treatment of 
various disease entities and includes Uses of ACTH 
and Cortisone, Fungus Infections of the Lungs, Con- 
gestive Heart Failure, Medical Management of Severe 
Liver Disease, and Management of Certain Hemor- 
thagic Disorders, among others on the list. 

An example of the papers contained in this book is 
that of the Treatment of Inoperable Carcinoma by 
Henry M. Lemon, M.D.., assistant professor of medi- 
cine at Boston University School of Medicine. The 
treatment of inoperable carcinoma has always been a 
difficult and trying experience both to the doctor and 
patient. Dr. Lemon develops the subject extremely 
well and goes into palliative, radiation, nitrogen mus- 
tards, and hormone therapy. He re-emphasizes the 
value of sympathetic understanding of the high emo- 
tional strain under which both the patient and his 
family labor. 

The above article along with several of the others 
is worth the price of the book. 

—A. N. Jay, M.D. 


Modern Practice in Dermatology. Edited by G. B. 
Mitchell-Heggs, M.D. Pp. 800. Price, $12.50. Paul 
B. Hoeber, Inc., New York, 1950. 


Forty able men have contributed chapters, each of 
which is full of information, to this large volume. 
There are 300 illustrations and 7 color plates. It is 
an excellent book. 

The foreword by Horder is a fine sermon which 
many physicians will enjoy reading. Speaking of 
practice in Great Britain today, Horder said, “The 
general practitioner has a novel choice offered him. 
Either he can take the line of least resistance and be 
merely a clerk signing certificates and forms and un- 
loading his patient upon this or that institution or 
upon this or that specialist; or he can still apply him- 
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self to the science and art of medicine: diagnose and 
treat his patient, and preserve for himself the satisfac- 
tory thrill of a great adventure.” 

This book was planned and written to help the 
general practitioner. The skin is a most sympathetic 
and versatile organ which reacts to many other dis- 
eases of the body. Hence the physician should study 
the disease of the skin not only for themselves but 
because they often give a clue to the nature of a 
generalized disease. 

Horder remarked that a physician will often feel 
like telling a patient to get some rest, but in Great 
Britain today it is useless to suggest rest to a busy 
houseWife with not only some children to look after, 
but the shopping and cooking to do, and the care of 
the house. She cannot ease up. 

—HERMAN Goopman, M.D. 


Hospital Staff and Office Manual. By T. M. Larkowski, 
M.D. and A. R. Rosanova, M.D. Pp. 428. Romaine 
Pierson, Great Neck, New York, 1951. 


One’s reaction to this book would vary with his 
personal idea as to what one could anticipate. If one 
anticipates detailed review of any specific disease, 
treatment, or laboratory procedure, he will be disap- 
pointed. On the other hand this small volume places 
at the physician’s fingertips an unbelievable amount 
of, information. 

If one is seeking reference to a specific test or treat- 
ment, it is possible it will not be mentioned. How- 
ever, it is difficult to seek information relative to any 
condition that is not covered. The descriptive adjec- 
tives have been well chosen and it appears that no 
procedure is suggested which is not reasonably accepta- 
ble, although in some areas others might be more 
commonly used. Also one must be impressed with its 
up-to-dateness. 

Hospital Staff and Office Manual is a complete, 
brief, clearly written, and thoroughly practical refer- 
ence which the average physician or surgeon should 
find of value on innumerable occasions. 


—Joun O. Boyp, Jr., M.D. 


Untoward Reactions of Cortisone and ACTH. By Vincent 
J. Derbes, M.D. and Thomas E. Weiss, M.D. Pp. 
77. Price, $2.25. Charles C Thomas, Springfield, IIl., 
1951. 


This monograph on two of the outstanding drug 
discoveries of the decade accomplishes exactly what 
its title implies. No effort has been made to discuss 
uses, indications, and dosage of these potent medica- 
ments. It is meant simply to alert the practitioner to 
the awesome variety of side-effects incident to their 
use. Every system of the body may be contra-physio- 
logically affected. These untoward reactions consist 
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INOSITOL HEXANITRATE 


Tolanate—inositol hexanitrate—has been found especially 
useful in the hypertension of the menopause, a condition so 
frequently complicated by obesity and by nervous irritability. 

The vasorelaxant effect of a single 10 mg. dose of Tolanate 
is maintained over a period of four to six hours. By proper 
spacing of each individual dose, the continuous hypotensive 
action of Tolanate leads to sustained, day-long and well-into- 
the-night control of the blood pressure—with virtually com- 
plete freedom from ‘“‘nitrite headache.”’ 

Tolanate with Phenobarbital is especially useful in the treat- 
ment of menopausal hypertension because, by the added 
sedative action, the unfavorable effect of menopausal anxiety 
and emotional lability on the hypertension is reduced. 

Dosage: The average dose of Tolanate is one tablet (10 mg. 
of inositol hexanitrate) three or four times daily. 

The average dose of Tolanate with Phenobarbital is one 
tablet (10 mg. of inositol hexanitrate and 16 mg. [% gr.] of 
phenobarbital) three or four times daily, the amount being 
limited by the degree of sedation desirec!. 
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of electrolyte imbalance, skin changes, harmful ef- 
fects upon certain diseases such as tuberculosis and 
polio, coma, convulsions, psychosis, to mention but a 
few. 

Care and caution in selection of patients is strongly 
urged by the authors. 

This very readable little book vividly accents the 
dark side of the Cortisone-ACTH picture and is rec- 
ommended to all physicians who undertake the use 
of these drugs. 

—A. R. Marsicano, M.D. 


The New You and Heredity. By Amram Scheinfield. Pp. 
616. Price, $5.00. J. B. Lippincott Company, Phila- 
delphia. 


Every scientific physician would like to know more 
about the subject of heredity. Unfortunately most 
books are extremely technical. This one is written 
clearly enough so that it can be understood and en- 
joyed by a physician who has not received special train- 
ing in the field of genetics. 

—W. C. Arvarez, M.D. 


ALSO RECEIVED 


Although the editors attempt to publish as many re- 
views of books as possible, space will not permit the re- 
view of all books received from publishers. 


From Dugout to Hilltop. By Margaret R. Stewart, M.D. 
Pp. 233. Price, $3.75. Murray and Gee, Incorporated, 
Culver City, California, 1951. 

Diabetes Control. By Edward L. Bortz, M.D. Pp. 264. 
Price, $3.50. Lea and Febiger, Philadelphia, 1951. 

Liver Disease. A Ciba Foundation Symposium. Con- 
sultant Editor, Sheila Sherlock, M.D. Editor for Ciba, G. 
E. W. Wolstenholme. Pp. 249. Price, $5.00. The Blakis- 
ton Company, New York, 1951. 

Studies in Medicine. A Volume of Papers in Honor of 
Robert Wood Keeton. Pp. 396. Price, $8.50. Charles C 
Thomas, Springfield, Ill., 1951. 

Children’s Radiographic Technic. By Forrest E. Shurt- 
leff. Pp. 80. Price, $3.75. Lea and Febiger, Philadelphia, 
1951. 

A History of Experimental Psychology. By Edwin G. 
Boring, Ph.D. Pp. 777. Price, $6.00. 2nd Ed. Appleton- 
Century-Crofts, New York, 1950. 

Combined Textbook of Obstetrics and Gynaecology 
for Students and Practitioners. Edited by Dugald Baird, 
M.D. Pp. 1,411. Price, $12.50. The Williams and Wilkins 
Company, Baltimore, 1950. 

Treatment in Proctology. By Robert Turell, M.D. Pp. 
248. Price, $7.00. The Williams and Wilkins Company, 
Baltimore, 1949. 

The Prostate Gland. By Herbert R. Kenyon. Pp. 194. 
Price, $2.95. Random House, New York. 

Advances in Internal Medicine. Edited by William 
Dock, M.D., and I. Snapper, M.D. Pp. 549. Price, 
$10.00. The Year Book Publishers, Inc., Chicago, 1950. 

Treatment in Psychiatry. By Oskar Diethelm, M.D. 
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Ants in the Printer’s Plants 


Waters, employed as a plumber, told police 
he has been widow peeping for some time 
and believed he needed medical attention.— 
Sanilack (Pa.) Enterprise. 


SEVEN-LEAGUE BOOTS 


Dr. Metvitxe, of Swanton, called on the 
editor Monday. He leapes Dec. 23 for Port- 
land to spend Christmas with his brother's 
family.—Gainsville (Ore.) Star. 


Tue coroner’s report to police disclosed that 
the victim had been shot in the lumber 
region.—Niles (Miss.) Guide. 


INDUBITABLY, SIR 


“Tue doctor rushed me to the operating room, 
removed my head and massaged same until 
I came alive again. Would you say that I am 
living on borrowed time?” Mr. Hayward 
asked. 


UNDERTAKERS’ DELIGHT 


Dr. Kaptan elected Board of Health 
chairman. Hearing on cemetery expansion 
next week. Headline in Salem (Mass.) Eve- 
ning News. 


TEMPERATURE NORMAL? 


Accorpinc to the report, Hartman was said 
to be resting easily by a hospital nurse.— 
Cincinnati (Ohio) Inquirer. 
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Pp. 546. Price, $8.50. Charles C Thomas, Springfield, 
Iil., 1950. 

Mr. Carlyle, My Patient: A Psychosomatic Biography. 
By James L. Halliday. Pp. 227. Price, $3.50. Grune and 
Stratton, New York, 1950. 

Marriage Is What You Make It. By Paul Popenoe, 
Sc.D. Pp. 221. The Macmillan Company, New York, 
1950. 

Peripheral Vascular Diseases. By E. V. Allen, M.D., 
N. W. Barker, M.D., and E. A. Hines, Jr., M.D. Pp. 
871. W. B. Saunders Company, Philadelphia, 1949. 

1949 Year Book of Dermatology and Syphilology. 
Edited by Marion B. Sulzberger, M.D., and Rudolph L. 
Baer, M.D. Pp. 514. Price, $5.00. The Year Book Pub- 
lishers, Chicago, 1950. 

Nursing in Ohio, a History. By James H. Rodabaugh 
and Mary Jane Rodabaugh. Pp. 273. Price, $4.00. The 
Ohio State Nurses’ Association, Columbus, Ohio, 1951. 

Textbook of Refraction. By Edwin Forbes Tait, M.D. 
Pp. 418. Price, $8.00. W. B. Saunders, Philadelphia, 1951, 

Woman's Surgeon: The Life Story of J. Marion Sims. 
By Seale Harris, M.D. Pp. 432. Price, $5.00. The Mac- 
millan Company, New York, 1950. 

The Chordates. By Herbert W. Rand, Ph.D. Pp. 862. 
Price, $6.00 The Blakiston Company, Philadelphia, 1950. 

Child Therapy and the Therapy of Play. By Lydia 
Jackson, B.Sc., and Kathleen M. Todd, M.B. Pp. 159. 
Price, $2.50. The Ronald Press Company, New York, 
1950. 

Progress Volume. An Integrated Practice of Medicine. 
By Harold Thomas Hyman, M.D. Pp. 4133-4867. Vol. 
5. W. B. Saunders Company, Philadelphia, 1950. 

Speech Problems of Children. A Guide to Care and Cor- 
rection. Edited by Wendell Johnson. Pp. 265. Price, 
$3.75. Grune and Stratton, New York, 1950. 

The Cerebral Cortex of Man. By Wilder Penfield, 
M.D., and Theodore Rasmussen, M.D. Pp. 248. Price, 
$6.50. The Macmillan Company, New York, 1950. 

Pediatric X-Ray Diagnosis. A Textbook for Students 
and Practitioners of Pediatric Surgery and Radiology. 
By John Caffey, M.D. Pp. 862. Price, $22.50. The Year 
Book Publishers, Chicago, 1950. 

Personality and Peptic Ulcer. By A. J. Sullivan, M.D., 
and T. E. McKell, M.D. Pp. 100. Price, $3.00. Charles 
C Thomas, Springfield, Ill., 1950. 

Management of Obstetric Difficulties. By Paul Titus, 
M.D. Pp. 1,046. Price, $14.00. The C. V. Mosby Com- 
pany, St. Louis, 1950 

Progress in Gynecology. Edited by J. V. Meigs, M.D., 
and S. H. Sturgis, M.D. Pp. 821. Price, $9.50. Vol. 1, 
Grune and Stratton, New York, 1950. 

Mitchell-Nelson Textbook of Pediatrics. Edited by 
Waldo E. Nelson, M.D. Pp. 1,658. 5th Ed. W. B. 
Saunders Company, Philadelphia, 1950. 


Our Red Face Department 


Two inaccuracies appeared in the book review of 
Medical Clinics of North America, Diseases of the 
Kidney. The book actually contains 286 pages. The 
price is $18.00 per year in cloth binding and $15.00 
per year in paper. 
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both fatten 


Highly emulsified 

(dispersed fat globules I micron in diameter) 
and highly condensed 

(approximately 120 calories per ounce), 
Lipomul-Oral is a palatable agent for 
caloric supplementation. 

For a well-tolerated, well-absorbed 
source of concentrated calories . . . 


Vegetable Oil .......... 
Dextrose, Anhydrous ........ 10% w/v 
Preserved with Sodium Benzoate.. 0.1% 


Lipomul-Oral provides 4 calories per cc., 
or approximately 120 calories per ounce. 


Supplied in pint bottles. 
* Trademark, Reg. U.S. Pat. Off. 
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FIRST FLOOR 


The Proposed New HEADQUARTERS BUILDING 


of the American Academy of General Practice 


Tue Academy's dream of its own national 
headquarters building begins to take shape 
on the drafting board. Designed to express 
the dignity and progressiveness of today’s 
general practitioner, it achieves a smart 
modernity without affecting the bizarre. A 
glance at the plans of the two floors and 
basement reveals that it is also highly func- 
tional. In this building will be centered the 
administrative services of an ever-increas- 
ing Academy membership, as well as the 


publishing activities of GP. 
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Academy Keports and News 


THE PROPOSED NEW HEADQUARTERS BUILDING 
OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Tue American Academy of General Practice re- 
peatedly sets new records for growth and strength— 
has been a breaker of precedent from its inception. 
Now here is further evidence that it has come of 
age, that it has accepted its role in the future of 
organized medicine. 

Within five years of its birth, its service opera- 
tions have grown so large and so multiphased as 
to need the facilities of a permanent national head- 
quarters building. The Academy has a heartening 
conviction of its ability to bring such a building 
into reality. Further, its members propose to do the 
job themselves. 

There is a strong strain of the pioneer’s self- 
reliance in these general practitioners. 

We are proud to present here designs and plans 
for this building, on which our architects have 
been working for months. The Directors, the Build- 
ing Committee, and the Executive Staff are joined 
in the conviction that these plans represent a suc- 
cessful alliance of dignified modern appearance, 
functional efficiency, and intelligent provision for 
future growth. They believe this building will en- 
able the headquarters organization to better serve 
the constantly growing membership. They also feel 
it will become a shrine to the Family Doctor—to 
which every general practitioner may look with 
pride. 

As has been previously reported here, this Head- 
quarters Building will be located in Kansas City’s 
cultural center, adjacent to the University of Kansas 
City campus, the Nelson Art Gallery, a national 
.research institute, and several of the community's 
finest churches. Amply provided with transporta- 
tion facilities and a network of boulevards, it is a 
few blocks away from the famous Country Club 
Plaza and five miles south of downtown Kansas 
City. 

To be set in a beautifully landscaped area, the 


building will present an imposing, modern appear- 
ance from the front, with a combination of cut 
limestone slabs, polished marble and glass. The 
clean expanse of the entrance will serve as a back- 
ground for a statue dedicated to the Family Physi- 
cian, and a giant replica of the official Academy seal 
will be recessed into the left wall. 

As now planned, the building will have two 
floors and a full basement, a total of 18,000 square 
feet of usable space. The building will be com- 
pletely modern, fireproof, and with the latest air 
conditioning and heating equipment. The ceilings 
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will be acoustically treated, lighting provided by 
recessed fluorescent tubing, and the building in- 
sulated throughout, with all windows (aluminum 
frame units) glazed with insulating double glass. 
Floors in the lobby, stairs and public areas will be 
polished terrazzo, carpeted in private offices and 
the conference room, and rubber tiled in the large 
work areas. 

The lobby, with its modern curved reception 
desk, will also serve as a shrine or museum for 
the Academy and the general practitioners which 
it serves. Wall plaques and illuminated display 
tables down the center of the room will preserve 
the history of the organization and commemorate 
achievements of its members. 

From the lobby, an attractive open stairway leads 
to the second floor waiting room, which gives ac- 
cess to the Executive Secretary's offices, the offices 
and working area of the Academy staff, and a large 
conference room capable of seating at least 60 
people. 

The first floor, with the exception of the lobby, 
will be devoted to the editorial, advertising, and 
production functions of GP. The rear of the first 
floor will be occupied by the printing, addressing, 
and mailing departments. The main working area 
on each floor will accommodate a double row of 
desks with provision for adequate record-keeping 
facilities. Each private office will have its own tem- 
perature and humidity controls. 

The basement, in addition to the heating and 
air conditioning equipment, and storage areas for 
both the Academy and GP, will feature an attrac- 
tive lunch and recreation room for employees. 
There will be facilities for the catering of special 
luncheons and dinners, with a dumb-waiter lift 
direct to the second floor conference room, where 
meetings of committees, the Board, and similar 
groups may be served. 

The recently purchased plot of ground will pro- 
vide ample parking space in the rear of the build- 
ing, and the unique porte-cochere under a portion 
of the conference room will permit visiting physi- 
cians to enter the building easily in even the most 
inclement weather. 


MECH. EQUIP. 


RECORDS, FILES 
ORINTING 


KITCHEN 


Ss 


LOUNGE 


RECREATION & LUNCH 


BASEMENT FLOOR 


The cost of this building is estimated at close to 
$300,000—assuming that building material prices 
and wage scales remain reasonably near present 
levels. The Finance Committee and Building Com- 
mittee feel that half the total amount should be ac- 
cumulated before construction starts, but are hop- 
ing that generous and immediate support by the 
entire membership will make it possible to break 
ground before the end of this year. Incidentally, it 
is estimated that this building, when completed, 
can be operated at an annual saving of nearly 
$10,000 under the present cost of rented space. 
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BUILDING FUND PASSES $25,000 


California Playing Substantial Role 


ArT YEAR’s END, members of the Permanent Build- 
ing Committee were happy to announce that contri- 
butions and pledges of future contributions had 
passed the $25,000 mark. They were particularly 
pleased to note the steady flow of checks from Cali- 
fornia members—the majority of them accompanied 
by signed pledge cards for equal amounts during 
the next two years. As Chairman John R. Fowler 
has frequently pointed out, $10 a year for three 
years from every member of the Academy would 
give us our own national headquarters building 
without a single cent of indebtedness! 

This will be possible, however, only if every 
member does his part. This headquarters building 
will represent and serve all the members, and the 
committee would rather see each individual mem- 
ber “own” one stone of it, than for it to be created 
through the generosity and faith of only a fraction 
of the membership. Today, that fraction amounts 
to a mere 8 per cent of the total Academy enroll- 
ment. 


BUILDING FUND REPORT THROUGH DECEMBER, 1951 


Number of 
contributors 

Individual 
contributions 

Individual 
pledges, 
1952-53 
contributions 
(including 
pledges) 


State totals 


n 
= 


$ 185.00 $ 150.00 
20.00 


100.00 
1,138.00 
135.00 
147.00 50.00 


1,620.00 


ewo- 


85.00 
630.00 
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contributors 
Individual 
contributions 
pledges, 
1952.53 
contributions 
State totals 
(including 
pledges) 


Chapter 


Mississippi 

Missouri 
Montana... . 
Nebraska 

Nevada 
New Hampshire . 
New Jersey. . . 


130.00 
228.00 
275.00 


1,398.50 
505.00 
110.00 

2,110.00 
370.00 


418.00 

80.00 
405.00 
245.00 


4,400.00 
160.00 


360.00 


445.00 
540.00 


West Virginio . . 
Wisconsin 

Wyoming ... 30.00 
Howoii . . . 15.00 


1,129 $25,192.50 
Commercial contributions 2,475.00 


$27,667.50 


MARK 
E 
> 
z 
Georgia... . 
s 25.00 25.00 50.00 
5.00 5.00 
lowa ..... 22 9.3 310.00 310.00 
Konsos.. ... 9 80.00 200.00 280.00 
Kentucky... . 14 77 195.00 25.00 220.00 
Llovisiana. . . . 50 228 850.00 200.00 400.00 1,450.00 
& 10.00 10.00 
Maryland . . . 21 17. 207.00 100.00 307.00 
Massachusetts . . 109 35.7 1,546.00 655.00 300.00 2,501.00 
Michigan. .. . 33 5.3 470.00 470.00 
Minnesota... 11 3.8 140.00 85.00 500.00 725.00 
2 #19 75.00 100.00 175.00 
11 2.7 680.00 20.00 280.00 980.00 
13° 86.6 130.00 
14 28.5 122.00 65.00 41.00 
22. «8.5 155.00 20.00 100.00 
New Mexico . . 
New York... . 75 6.3 842.50 455.00 101.00 
North Carolina. . 18 5.9 205.00 100.00 200.00 
North Dakota. . 5 357 75.00 35.00 
Rete Ohio ..... 95 98 1,210.00 600.00 300.00 
Oklahoma . . . 25 13.8 270.00 100.00 
Pennsylvania . . 51 8. 383.00 35.00 
Rhodelsiand . 5 14,7 60.00 20.00 
eee South Carolina . 25 16.5 245.00 110.00 50.00 
South Dakota . . 14 22.9 120.00 125.00 
Tennessee. . . . 
Texas . . . . . 222 23.5 4,100.00 300.00 
40.00 20.00 100.00 
Vermont... . 
Virginio 19 86 260.00 100.00 — 
Washington. . . 
Alaboma. ... 11 $100.00 $ 435.00 
Arkansas... . 9 100.00 
: California. . . 5.9 100.00 2,858.00 
Colorado. . . . 10.9 100.00 235.00 - 
— 
Delaware. . . . 
Dist.of Col.. . . 6 16.2 85.00 
as Florida ... . 43 19.7 225.00 100.00 955.00 
be 


4 reasons why you 


should prescribe OFAl penicillin 


Just as effective as Less sensitization 
penicillin by needle 
has been repeatedly 
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‘route is as effective as the administration.” 
parenteral route when ade- Keefer, Chester S.: Ann. Int. 
quate doses of penicillin are Med. 33:582 
| used.” 
| Keefer, Chester S.: Am. J. Med. 
7:216 


x Easier on the patient 


The patient is spared the 
upsetting unpleasantness of 
the needle. 


<— Easier for the physician 


The physician is spared the 
time and trouble of return- 
ing repeatedly to administer 
injections. 
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Eskacillin 250 


250,000 units of penicillin per 5 cc. (1 teaspoonful) 


Eskacillin 100 


100,000 units of penicillin per 5 cc. (1 teaspoonful) 


Eskacillin 


50,000 units of penicillin per 5 cc. (1 teaspoonful) 


the unusually palatable liquid penicillins for oral use 


Available in 2 fl. oz. bottles ‘Eskacillin’’T.M. Reg. U. S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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William T. Green, M.D. 


1952 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Atlantic City Convention Hall, March 24-27 


ORTHOPEDICS FINAL SUBJECT 


SLATED IN ASSEMBLY PROGRAM 


Four Authorities to Deliver 

Thursday Morning Lectures 

ALL general practitioners see, in all age groups, a 
wide variety of minor, yet annoying orthopedic dis- 
turbances. Many of the pediatric-orthopedic prob- 
lems can be handled entirely in the family doctor's 
ofice. The same is true of an extensive number of 
situations presented in the middle age and geriatric 
periods of life. Then, too, the general physician 
should be well acquainted with the more difficult 
conditions, so he may intelligently direct their man- 
agement. 

Since the future welfare and comfort of these pa- 
tients depend in large degree on the judgment and 
diagnostic acumen of: the family doctor, the final 
(Thursday morning) session of the Fourth Annual 
Assembly ,will be devoted to giving him a full pic- 
ture of his responsibilities in this field of his prac- 
tice. The Program Committee, to match the caliber 
of the previous three days’ schedule, has been for- 
tunate in obtaining four of the nation’s top “or- 
thopods” to complete the Atlantic City meeting on 
a high note. 

The first lecture of the morning on the “Ortho- 
pedic Problems of Childhood,” will be presented 
by Dr. William T. Green of Boston. In addition 
to being Clinical Professor of Orthopedic Surgery 
at Harvard Medical School and Orthopedic Chief 


David M. Bosworth, M.D. 


at both Children’s and Brigham Hospitals, Dr. 
Green is Director of the Massachusetts Infantile 
Paralysis Clinics and consultant for the Crippled 
Children Services of that state. He is a member of 
the American Board of Orthopedic Surgery and has 
contributed widely in the field of children’s ortho- 
pedics. 

Dr. Green’s discussion will stress the common 
musculoskeletal pathologies of infancy and child- 
hood, and the importance of prompt diagnosis and 
treatment, if the individual is to be restored to nor- 
mal, and permanent crippling avoided. He will con- 
sider particularly the practical factors in diagnosis 
and treatment that lie within the area of the family 
doctor; will review diagnostic pitfalls which may be 
avoided and explain why certain old methods of 
treatment have been discarded. 

The second speaker of the morning will be J. 
Albert Key, M.D., Clinical Professor of Orthopedic 
Surgery at Washington University School of Medi- 
cine, St. Louis. A graduate of Johns Hopkins School 
of Medicine, he is a member of the American Board 
of Orthopedic Surgery and a prominent figure in 
all the orthopedic and surgical societies. 

In discussing “Painful Neck and Shoulders,” Dr. 
Key will be dealing with one of the most common 
orthopedic complaints. He will outline the exami- 
nation procedures and diagnostic aids that will be 


Rex L. Diveley, M.D. 
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Salcedrox is highly useful whenever salicylates are indicated 
—in arthritis, rheumatoid involvements, neuromuscular 
pains and rheumatic fever. 


The buffered sodium salicylate is more easily tolerated 
than salicylate alone—virtually abolishes gastric up- 
set, even with massive dosage. Calcium ascorbate 
helps counteract the increased ascorbic acid excre- 
tion usually encountered in rheumatic states and 
in salicylate therapy. 


PROFESSIONAL LITERATURE AVAILABLE ON RE- 
QUEST. 


Each Salcedrox tablet contains: 
Sodium Salicylate , , .5 gr. (0.3 Gm.) 
Aluminum Hydroxide 
Gel, dried,.,..... 2 gr. (0.12 Gm.) 
Calcium Ascorbate , , ,1 gr. (60 mg.) 
(equivalent to 50 
mg. ascorbic acid) 
Calcium Carbonate, , ,1 gr. (60 mg.) 


S. E. MASSENGILL sristot, TENNESSEE 
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useful to the general practitioner. Highlights of 
treatment will be covered, with particular refer- 
ence of x-ray, hormones, physiotherapy, and vita- 
mins. He will also indicate when the neurologist 
fits into the picture and how his talents may be 
drawn on most effectively by the family physician. 

Following the mid-morning recess, Dr. David M. 
Bosworth will take over the rostrum for a discus- 
sion of “Painful Low Backs.” Dr. Bosworth is Con- 
sultant in Orthopedic Surgery at the University of 
Vermont School of Medicine and attending ortho- 
pedic surgeon in New York to Polyclinic Hospital 
and Medical School, and to St. Luke’s, St. Vin- 
cent’s and Sea View Hospitals. He is a life fellow 
of the American College of Surgeons and a mem- 
ber of the American Board of Orthopedic Surgeons 
and numerous other professional associations. 

Dr. Bosworth’s talk will stress that most low back 
complaints can be remedied by simple measures, in- 
dicating the factors which separate the patient need- 
ing more extensive investigation and treatment. 
Posterior herniation of the intervertebral disc will 
be oriented to proper perspective among complaints 
in this area. Conservative treatment of the average 
case of low backache will be indicated. Dangers of 
myelogram will be discussed. 


To conclude the, morning session and the teach- 
ing program of the Fourth Annual Scientific As- 
sembly, we have one of the ablest speakers of the 
entire “faculty’—and a nationally recognized au- 
thority on “Foot Imbalance”—Dr. Rex L. Diveley, 
of Kansas City. Dr. Diveley, joint author of a text 
on the same subject, was Orthopedic Consultant 
and Chief of Rehabilitation Division in the Euro- 
pean Theater during World War Il. He is now 
Chief Orthopedic Consultant to the Veterans Ad- 
ministration and Assistant Professor of Orthopedic 
Surgery at Kansas University School of Medicine. 
He is the author of extensive literature on foot dis- 
orders and operations. 

Dr. Diveley believes it is highly important for 
the general practitioner to have “a working knowl- 
edge of all forms of foot disorders, so he may in- 
telligently guide and oversee the correct treatment 
of his patients.” The lecture will cover the causes 
and types; will set forth the symptomatology of 
foot imbalance in children, adolescents and adults; 
and will outline diagnostic techniques and effective 
therapies for these disabling conditions. To those 
who consider foot disorders of insufficient gravity 
to warrant their professional interest, this conclud- 
ing talk of our 1952 meeting will be a revelation. 


PROMINENT EDUCATOR WILL ADDRESS 


ASSEMBLY BANQUET 


Two thousand A.A.G.P. members and friends are 
expected to attend the Academy's Annual Banquet 
which will be held in the Ballroom of Atlantic City 
Convention Hall March 26. 

Tickets this year, as last, for the social highlight 
of the Assembly are $7.50. The banquet will begin 
at 7:30 p.m. Afternoon dress is the choice of the 
Banquet Committee. 

A 15-minute program will be given by the Uni- 
versity of Pittsburgh’s Men’s Glee Club. This 50- 
voice group will be directed by David Weiss. 

Dr. John O. Boyd, Jr., will be toastmaster for the 
evening. He will introduce the guest speaker, Dr. 
Kenneth McFarland of Topeka, Kansas, who is 
recognized as one of the seven most famous Ameri- 
can educators of all times. 

Dr. McFarland, who will present the only speech 
of the evening, is appearing through the courtesy 
of American Trucking Associations, Inc. He is edu- 
cational director for this corporation, education con- 
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ideal for daytime use 


When patients need a cushion against the 
anxieties of the day, SEDAMYL* provides gentle. 


SUPPLIED: low-level sedation, without recourse to barbiturates, 
Tablets containing 0.26 
Gm. (4 gr.), in tubes of 20's, SEDAMYL quickly overcomes anxiety and 


bottles of 100’s and 1000's nervousness without causing drowsiness or impairing 


. perception. Under its subtle yet distinct 
i ee ro influence, the patient simply feels he is having 
. oo ee piers one of his “good” days . . . and is thus enabled to 
; carry on his usual activities with poise and efficiency. 


1. Ebaugh, F. G.: Postgrad. Med. 4: 208, 1948. 
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sultant and lecturer for General Motors, and guest 
lecturer for Reader’s Digest. 
A native Kansan, the speaker received his Master's 
degree from Columbia University and his Ph.D. 
from Stanford University. His topic has not been 
announced but his speech promises to be a good 
one since it is commonly acknowledged that he has 
few peers as a platform and after-dinner speaker. 
It has been said of Dr. McFarland that “the 
whole of America is his classroom and Americans 


Harold A. Tarrant, M.D., of Wilmington, 
Delaware, vice-chairman of the General 
Committee on Arrangements, is a charter 
member of the Delaware chapter of 
A.A.G.P. He has held membership in the 
American Academy of General Practice 
since May, 1948. Dr. Tarrant was president 
of his state chapter during 1950-51. He is 
now a member of the staffs of the Wilming- 
ton General, Memorial, and Delaware Hos- 
pitals in Wilmington. 
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CHAIRMAN AND VICE-CHAIRMAN, 


everywhere are his students.” He is an authority 
on the administration of vocational education. The 
McFarland Trade School, which he designed and 
built at Coffeyville, Kansas, is named in his honor. 

The McFarlands live on a hundred-acre “town 
ranch” at Topeka where they raise registered Ten- 
nessee walking horses and polled Hereford cattle. 
With this background, it is easy to see why Dr. 
McFarland’s friends designate him a “Ph.D. with 
real horse sense.” 


COMMITTEE ON ARRANGEMENTS 


Arthur P. Trewhella, M.D., chairman of the 
General Committee on Arrangements for 
the 1952 Scientific Assembly, who began 
practicing medicine in Jersey City, N. J., in 
1931, has been very active in Academy 
work since his affiliation in 1949. He is 
now serving his second term as secretary- 
treasurer of the New Jersey chapter. Dr. 
Trewhella does much free lance writing, his 
work formerly syndicated by King Features. 
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for day-in and day-out use 

Whenever a repository type of penicillin is indicated, Compenamine merits 
routine use. Clinically, it proves as effective as procaine penicillin, producing 
essentially the same plasma penicillin levels, but these levels appear to be more 
prolonged. In addition, it is of notably lower reaction rate; in broad clinical 
investigations it has been shown to lead to reactions in a negligible percentage 
of all patients treated.! 


patients allergic to penicillin 
In a special study comprising only patients who had shown undesirable reactions 
to other forms of penicillin, 80 per cent tolerated Compenamine well, without 
such side reactions; in the remainder of these patients, the reactions which 
occurred were relatively mild and of comparatively short duration.’ 

Compenamine is available in three dosage forms: Compenamine (dry powder 
for aqueous suspension), Compenamine Aqueous (ready for injection), and 
Compenamine in Oil, the latter two in vial and cartridge forms. 
1. Longacre, A. B.: P-92 Penicillin; Report of a Very Low Reaction Rate in Therapy with a New 
Penicillin Salt, Antibiotics & Chemotherapy 1:223 (July) 1951. 


2. Kadison, E. R.; Ishihara, S. J., and Waters, T.: A New Form of Penicillin with Anti-Allergic Prop- 
erties, Am. Pract. & Digest Treat. 2:411 (May) 1951. 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, WEW YORK 17, 4.¥. 
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1952 Scientific Assembly Program 


Monday—March 24 Tuesday—March 25 | Wednesday—March 26| Thursday—March 27 


The Problem Drinker 
Whe and Why Progress in Medicine Orthopedics 

Seldon D. Bacon, Ph.D. Recent Advances in Orthopedic Problems 
Physiology in Childhood 


Medical Management Julius H. Comroe, M.D. Wm. T. Green, M.D. 
REGISTRATION Harold Lovell, M.D. 


* Rehabilitation Recent Advances in Painful Neck and 
Mr. W. G. W. Diagnosis Shoulders 
OPENING OF (Alcoholics Anon) Wallace M. Yater, M.D. J. Albert Key, M.D. 


SCIENTIFIC AND RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 
TECHNICAL 


Problem Drinking Progress in Medicine Orthopedic problems 
EXHIBITS Rt. Rev. Clinton S. Quin, D.D.| Recent Advances in 
Geo. H. Gehrmann, M.D. Therapy Painful Low Backs 
Milton G. Potter, M.D. John C. Krantz, Jr., Ph.D. David M. Bosworth, M.D. 
Seldon D. Bacon, Ph.D. 
Harold Lovell, M.D. 
Mr. W. G. W. Research Trends Foot Imbalance 
Andrew S. Tomb, M.D. . 
Moderator Cyril M. MacBryde, M.D. Rex Diveley, M.D. 


Call to Order—Welcomes 


RECESS FOR LUNCH 


You and Your Public Obstetrics—1952 


P.R. and the ALA. Seress Reactions ta SESSIONS CONCLUDE 
John W. Cline, M.D. Misconceptions of 
Sterility and Health and Disease 
Industry on P.R. Threatened Abortion Hans Selye, M.D. 
Leonard E. Read Robt. B. Greenblatt, M.D. THURSDAY 
Suggestions on P.R. 


from the Press Analgesia and 
Louis B. Seltzer Anesthesia 


P.R. at Work in the George J. Thomas, M.D. Practical Applications 
County Med. Society 


Rollen Waterson in General Medicine 

nagement 
Soe tenes Abnormal Labor Jerome W. Conn, M.D. 
J. S. DeTar, M.D. 


Moderator M. Edward Davis, M.D. 


AT 12:00 A.M. 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Ages Information Please 
Tee ers Julius H. Comroe, M.D. 
oO. senate M.D. Treatment and Mis- Wallace M. Yater, M.D. 
treatment of Anemia John C. Krantz, Jr., Ph.D. 
Cyril M. MacBryde, M.D. 
The Forties William Dameshek, M.D. | Hans Selye, M.D. 
Richard Kern, M.D. Jerome W. Conn, M.D. 
Harry Gold, M.D., Moderator 


9:30 
10:00 | | 
= 11:00 
11:00 
11:30 
11:30 
12:00 
| | 
12:00 
1:30 
1:30 
2:00 
2:00 
2:30 
: 3:00 
at’ 3:00 
4:00 
= 4:00 
4:30 
4:30 
5:00 
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CARBONATED WATER AGDED TO FOOD HASTENS RIC PERISTALSIS AND PYLORIC DISCHARGE 


PROVED AGAIN 
Gastric emptying speeded by carbonated beverages 


It has been known for some time that ex- 
perimentally, carbonated water induces 
marked augmentation of the gastric con- 
tractions and of the pyloric discharge.’ 
Clinical confirmation of this experiment 
was more recently obtained when it was 
found that carbonated water administered 
with irritant drugs hastened the emptying 
time of the stomach.” 


In new clinical studies,* it has again been 
demonstrated that carbonated water left 
the stomach much more rapidly than plain 
water. That gastric emptying is definitely 
speeded by the carbonated water was 
shown by fluoroscopic examination fol- 
lowing the standard barium meal. A two- 
fold increase in speed of emptying was not 


unusual after drinking carbonated water. 


The same results were obtained in a second 
series of tests using a standard bouillon 
meal and direct measurement of the stom- 
ach contents. The increased emptying time 
due to carbonated water was most appar- 
ent after 15 and 30 minutes. 


These findings indicate still another rea- 
son why bottled carbonated beverages are 
valuable as stomachics. They may be pre- 
scribed as valuable adjuncts where more 
rapid gastric emptying is indicated. 


) Carnot, P. and Koskowski,1922:Compte rend. Biol. 
81:613 


2 Lolli, G., M.D. and Smith, R., B.A.: New England 
Journal of Medicine 235:80-84, ’46. 


3 Lolli, G.: Greenberg, Leon A.: Lester, David; In Press. 


THE NATIONAL ASSOCIATION 
OF THE SOFT DRINK INDUSTRY 


AMERICAN BOTTLERS OF CARBONATED BEVERAGES 


- WASHINGTON 6, 
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Mrs. Edwin Rosner. 


Mrs. V. R. Campana. 


IMPORTANT NEWS FOR THE DOCTOR‘’S WIFE 


Tuts time we shall meet in Atlantic City, the pearl 
of the “Garden State,” New Jersey. The Ladies’ En- 
tertainment Committee for the 1952 Assembly 
welcomes you to a colorful program of events which 
will make your visit to the “Playground of the 
World” a pleasurable experience. 

Chairman, Mrs. Edwin Rosner of Collingswood, 
and vice-chairman, Mrs. Vincent Campana of Jer- 
sey City, along with their committees, have added 
distinctive personal touches to this year's pro- 
gram. No analysis of a woman’s mind was needed 
to know that the incredibly exciting antique and 
diamond displays of the auction houses on the 
boardwalk in Atlantic City will be a star attrac- 
tion to the visitors. For the connoisseurs of the 
colonial Americana, a surprise trip to Philadelphia 
is provided. More about this later. 

The registration and ticket sale will start Sun- 
day, March 23, and continue through Thursday 
noon, March 27, at Haddon Hall. By experience 
we know the demand for tickets in the last minutes 
before the scheduled attractions exceeds the capac- 
ity of the honorary reception committee. Be wise 
and secure your admission to the various events 
as soon as you register. 

Monday will be reserved for attendance at the 
scientific sessions and exhibits. It will also give 
our members a chance to get acquainted with the 
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various delightful sights along the boardwalk and 
the barbaric beauty of the ocean at this time of the 
year. The thought of Bermuda—which many of the 
ladies intend to visit after the convention—lingers 
like a touch of spring sun on these waters. Con- 
vention Hall, in which the lectures will be held, is 
the largest structure of its kind in the United 
States. Do not miss the discussion on “Problem 
Ages” at 4 Monday afternoon. Whoever has “teen- 
agers” at home or has to contend with his own 
“forties” should get a few good hints on how to be 
happier with them. 

Tuesday, March 25 at twelve noon, in the Caro- 
lina Room, Chalfonte Hotel, a luncheon combined 
with a fur and hat show will be held. Mrs. J. P. 
Sanders, the wife of the Academy’s President, will 
be guest of honor. Arrangements are in progress to 
secure from a New York stylist a spring collection of 
dresses appropriate for the Bermuda holiday. The 
hats will be modeled by doctors’ wives chosen from 
the audience and by professional manikins. The 
holder of the winning ticket will be given a $75 
custom-made hat. Door prizes will be awarded. 

For Wednesday, March 26, we have two events 
planned. There will be a tour by the Grey Line to 
Philadelphia. Busses will leave at 9:00 a.m. from 
two points: Haddon Hall and Traymore Hotel. 
Visit Independence Hall, the most historic spot in 


| 
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When treating 


Urinary 


BRAND OF 
ETHENAMINE 


COUNCIL ON 
PHARMACY 


CHEMISTRY Jeg 


@ Itis quickly effective against the most com- 
mon urinary pathogens. 

@ Organisms seldom, if ever, develop resist- 
ance to this drug. 

@ Supplementary acidification unnecessary 
(except where urea-splitting organisms such 
as B. proteus occur). 

@ Itis exceptionally well tolerated—such com- 
plications as gastric upset, skin rashes, blood 
dyscrasias, or monilial overgrowth are un- 
likely to occur. 

@ No dietary or fluid restrictions are required; 
simply administer 3 or 4 tablets t.i.d. 

@ The comparatively low cost of MANDEL- 
AMINE lessens the probability of com- 


plaints from patients about the high cost of 
medication. 


Suggested for use in the management 
of cystitis, pyelitis, pyelonephritis, 
prostatitis, nonspecific urethritis, 
and infections associated with neuro- 
genic bladder and urinary calculi, as 
well as for pre- and postoperative 
prophylaxis in urologic surgery. 
Supplied as enteric-coated tablets in 
bottles of 120, 500, and 1000. Com- 
plete literature and samples to physi- 
cians on request. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 


*MANDELAMINE is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate. 
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America; touch the table on which the Declaration 
of Independence was signed; and see the famous old 
Liberty Bell in the dignity of the Georgian archi- 
tectural surroundings. You will be guided through 
Congress Hall where Washington was inaugurated 
and through Carpenter's Hall which the First 
Continental Congress used for its deliberations. 
The awe and thrill you feel when you come within 
arms length of the relics of history is all yours and 
will never be forgotten. You will be shown Christ 
Church which was founded in 1695 and where 
seven signers of the Declaration of Independence 
were buried. Walk from the grave of Benjamin 
Franklin to the house where Betsy Ross made the 
first American flag in 1777. Luncheon will be 
served at the famous Homestead Restaurant, and 
from there a leisurely drive will be taken through 
scenic Fairmount Park where you will see the co- 
lossal Greek structure of the Art Museum. At this 
point you will have a chance to take pictures of the 
romantic skyline of Philadelphia. The busses will 
return to Atlantic City by 5:00 p.m., which will 
give the ladies plenty of time for the banquet that 
evening. 

The second event scheduled for Wednesday is 
planned for those who do not wish to go on the 
tour. This will be an author’s tea which will be 
given from 3:00 to 5:00 p.m. in the Vernon Room 
Haddon Hall. We expect Dr. Frank G. Slaughter, 


whose novels you know and whose latest opus, East 


Side General, will make its debut in the same week. 
Among his many novels, you might remember his 
Golden Isle or In a Dark Garden; That Men 
Should Die or Road to Bithynia. His work has spe- 
cial significance for us because this author is a medi- 
cal man himself and has a large surgical practice 
in Florida. The genuine pleasure of meeting this 
great writer personally will be a unique experience 
for all the literary-minded at this convention. 

All functions will be informal. Baby sitting fa- 
cilities will be provided and all those interested 
should contact Mrs. Arthur Trewhella, 376 Fair- 
mount Ave., Jersey City, who is Chairman of the 
Hospitality Committee. 

Wednesday evening the annual banquet will be 
held in Convention Hall in the magnificent ball- 
room. Dress for this occasion is optional. This will 
bring to a climax the gay sessions of friendly get- 
togethers, cocktail parties, and planned entertain- 
ment which no wife of a general practitioner wants 
to miss. These few days of relaxation are designed 
to be a compensation for the toils of many months. 
Do accept this splendid opportunity to shake off 
the bondage of home and office and meet us at the 
“Playground of the World.” 

So let’s— 


Follow thru in ’52— 
Atlantic City welcomes you! 


—Mrs. Epwin Rosner 


“Of course, Dr. Armbruster, | know it’s a plumber’s job—but 
who would dream of calling « plumber at this time of night?” 
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a successful Wew product in 


the treatment of allergies 
~ ana dermatoses 


Pyromen initiates responses in the circulating 
Oe, leucocytes, in the reticulo-endothelial 
and the endocrine systems. 


Pyromen has a wide margin of safety 

and is proving to be increasingly useful in 

the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 


Pyromen is supplied in 10 cc. vials 
containing 4 gamma (micrograms) per cc. and 
in 10 cc. vials containing 10 gamma per cc. 


For more complete information write ‘‘Pyromen” 
on your R, and mail to us 


Manufactured by 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC. 
MORTON GROVE, ILLINOIS 
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8:00 a. m. 
8:30 a. m. 
9:00 a. m. 


10:00 a. m. 
10:00 a. m. 
10:00 a. m. 
10:00 a. m. 

3:00 p. m. 


Fourth Annual Assembly 
AMERICAN ACADEMY OF GENERAL PRACTICE 
ATLANTIC CITY 


Schedule of Events 


Friday, March 21 


Board of Directors, Bakewell Room, Haddon Hall 
Board Luncheon, Rowsley Room, Haddon Hall 

Registration for officers of the American Academy 
of General Practice, Academy office, Haddon Hall 


Saturday, March 22 


Commission on Hospitals, Bakewell Room, Haddon 
Hall 

Commission on Membership, Breakfast, Rowsley 
Room, Haddon Hall 

Joint Meeting of Board, Program, and Arrange- 
ments Committees, Garden Room, Haddon Hall 
Joint Meeting Luncheon, Sun Porch, Haddon Hall 
State Officers Conference, Benjamin West Room, 
Tower Floor, Haddon Hall 

State Officers Dinner, Rutland Room, Haddon Hall 
Constitution and By-Laws C ittee, Rowsley Room, 
Haddon Hall 


Sunday, March 23 


Reference Committee Chairmen Breakfast, Rowsley 
Room, Haddon Hall 
Credentials Committee, English Lounge & Commit- 
tee Room A, Haddon Hall 
Registration of Delegates and Banquet Sales, Eng- 
lish Lounge, Haddon Hall 
Congress of Delegates, Vernon Room, Haddon Hall 
Registration of exhibitors, Convention Hall 
Registration for Members only, Convention Hall 
Ladies Registration, Lounge Floor, Haddon Hall 
Reference Committees, Haddon Hall 
1. Reference Committee on Reports of Officers 
and Committees, Room 1337, Tower Floor 
2. Reference Committee on Hospitals, Room 1333, 
Tower Floor 
. Reference Committee on Education, Room 
1344, Tower Floor 
. Reference Committee on Constitution and By- 
Laws, Garden Room, Lounge Floor 
. Reference Committee on Miscellaneous Busi- 
ness, Bakewell Room, Upper Lounge 
. Reference C ittee on Legislation and Pub- 
lic Policy, Mandarin Room, Tower Floor 


Monday, March 24 


Registration, Convention Hall 

Credentials Committee, English Room 

Congress of Delegates, Vernon Room, Haddon Hall 
Ladies Registration, Stair Hall, Lounge Floor, Had- 
don Hall 
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12:15 p. m. 


1:00 p. m. 
3:00 p. m. 


Luncheon, Committee on Liaison with Blue Shield 
and other Medical Insurance, Haddon Hall 
Scientific Assembly Opens, Convention Hall 
Announcement of Winners of Mead Johnson Gen- 
eral Practice Scholarship Awards, Ballroom, Con- 
vention Hall 

Recess 

Assembly reconvenes 

Special Showing for A.A.G.P. of “With a Song in 
My Heart,”” Warner Theatre 


Tuesday, March 25 


Registration, Convention Hall 

Ladies Registration, Haddon Hall 

Morning ion of A bly, Convention Hall 
Recess 


Assembly reconvenes 

Ladies Luncheon and Fashion Show, Carolina Room, 
Chalfonte Hotel 

Afternoon session of Assembly, Convention Hall 
Announcement of Winners of M & R Awards, Ball- 
room, Convention Hall 

Recess 

Assembly reconvenes 

Delegates’ Dinner, Rutland Room, Haddon Hall 


Wednesday, March 26 


Registration, Convention Hall 

Ladies Registration, Haddon Hall 

Ladies Tour to Philadelphia 

Morning Session of Assembly, Convention Hall 
Recess 

Assembly reconvenes 

Afternoon Session of Assembly, Convention Hall 
Ladies Book Review and Tea, Vernon Room, Had- 
don Hall 

Recess 

Assembly reconvenes 

Banquet, Convention Hall 


Thursday, March 27 


Registration, Convention Hall 

Morning Session of Assembly, Convention Hall 
Recess 

Assembly reconvenes 

Assembly Closes 

Board of Directors Luncheon, Rowsley Room, Had- 
don Hall 

Board of Directors Meeting, Bakewell Room, Had- 
don Hall 


10:00 a. m. 
12:15 p. m. 
2-4 p. m. 
4:00 p. m. 
oa 8:00 a. m. 8:00 p. m. 
age 9:00 a. m. 
10:00 a. m. 
eee 8:30 a. m. 
12:15 p. m. 9:00 a. m. 
a 2:30 p. m. 9:00 a. m. 
cia 10:00 a. m. 
e 6:30 p. m. 11:00 a. m. 
we 8:00 p. m. 12:00 noon 
1:30 p. m. 
3:00 p. m. 
ae 6:30 p. m. 
£3 8:30 a. m. 
9:00 a. m. 
9:00 a. m. 
=e 9:00 a. m. 
10:00 a. m. 
11:00 a. m. 
be 1:30 p. m. 
2 3:00 p. m. 
= 3:00 p. m. 
4:00 p. m. 
7:30 p. m. 
8:30 a. m. | 
9:00 a. m. 
a 11:00 a. m. 
i. 8:30 a. m. 12:00 noon 
; 8:30 a. m. 12:30 p. m. 
9:00 a. m. 
a. 9:00 a. m. 2:00 p. m. 
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SYNTRATE 


TRADEMARK 


e reduces hypertension 

e stimulates the myocardium 

e decreases cardiac edema 

e allays anxiety and nervousness 


through its rational combination of ingredients— 
each chosen for a specific effect 


THEOPHYLLINE-SODIUM GLYCINATE (0.162 Gm., 21% gr.) 
to stimulate the myocardium and provide diuresis, 
thus increasing the efficiency of heart action 

and reducing pulmonary edema and dyspnea 
MANNITOL HEXANITRATE (32.4 mg., 14 gr.) to pro- 
vide gradual and prolonged lowering of blood 
pressure, through its peripheral and 

coronary dilating action 

PHENOBARBITAL (16.2 mg., 14 gr.) to alleviate anxiety and 
nervous tension, so common in hypertensive patients 


in 
hypertensive 
heart disease 


suppuetp: Bottles of 100, 
500, and 1000 tablets 


THE CENTRAL 
PHARMACAL COMPANY 


SEYMOUR, INDIANA 


Products Born 
of Continuous Research 
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SPECIAL FILM SHOWING 


TO HONOR ACADEMY 


Memeers of the American Academy of General 
Practice, and their wives, will be the guests of 
Twentieth Century-Fox Film Corporation for a spe- 
cial showing of a new Technicolor motion picture 
during the Annual Scientific Assembly in Atlantic 
City. This private showing, in advance of its pub- 
lic release, will be presented in honor of the Ameri- 
can Academy of General Practice and as a tribute 
to the entire medical profession. 

The dramatic film, “With a Song in My Heart,” 
is a true and yet stranger-than-fiction story of Jane 
Froman’s rise to be the nation’s most popular singer 
and the efforts made to enable her to walk again 
after a plane crash. It will be given a special Acad- 
emy showing March 24 in the Warner Theatre on 
Atlantic City’s boardwalk. 

The movie stars Susan Hayward in the role of 
Jane Froman. A distinguished cast, including David 
Wayne, Rory Calhoun, Thelma Ritter, Helen West- 


Vivacious Miss Hayward provides perfectly synchronized lip move- 
ments for the songs which are actually sung by Miss Froman. 
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Jane Froman (left) has a between-scenes chat with 
Susan Hayward, who portrays her in “With a Song 
in My Heart,” the life story of the gallant girl singer. 


cott, Robert Wagner, and Una Merkel, joins Miss 
Hayward in the Technicolor film which is a thrill- 
ing story of courage as well as a cavalcade of the 
best in America’s most popular music. 

All of the songs are actually sung by Miss Fro- 
man and perfectly synchronized with Miss Hay- 
ward's lip movements. 

Miss Froman will appear in person to greet Acad- 
emy members at the theatre if present plans to ad- 
just her schedule of engagements can be worked out. 

The highlight in the story comes when this ac- 
claimed songstress, the first to answer the Presi- 
dent's call for talent to entertain servicemen over- 
seas, almost lost her life when her plane crashed in 
the Tagus River near Lisbon. 

Her uphill fight through more than a score of 
operations as depicted in the film is a dramatic 
tribute to her courage and the efforts of the medical 
world to enable her to walk again. 

Doctors, their wives, and their guests will attend 
free of charge. Tickets will be distributed at the 
time of registration. There will be no reserved seats 
—first come, first served. Curtain time is 8:00 p.m. 
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In all cases of functional constipation, 
prompt and adequate bowel function 
followed by resumption of normal 
physiological bowel activity can be 
achieved with gentle-acting AGORAL* 
“WARNER’, 


for constipation 


AGORALF* provides three essentials 
for correction of acute or chronic con- 
stipation—lubrication, gentle peristaltic 


4 
4 
stimulation, and unabsorbable bulk. sf eff ective 


4 


With AGORALY*, there is no forc- Ra gentle 
ing, griping pains or anal seepage. corrective 


Effective, pleasant in taste, and 


readily miscible with foods and bever- 
ages, AGORAL* is the ideal laxative 
for young and old alike. 


AGORAL* ‘WARNER’ is available 
in bottles of 6, 10, and 16 fluidounces. 


WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. 
NEW YORK LOS ANGELES ST. LOUIS 


M. Reg. U.S. Pat. Off. 
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Tue medical profession in general and the general 
practitioner in particular have tried to stay out of 
politics during most of our existence. It was felt 
generally by doctors that politics and the practice 
of medicine did not mix. The code of ethics of the 
physician and the code of ethics of the politicians 
are so foreign to each other that they cannot be 
reconciled. 

During the past two decades we have seen 
morality in government drop to its lowest ebb. We 
have seen politicians do things that were not per- 
missible since our government was founded. 
“Deals” that were formerly considered crooked, 
unwise, and unethical have been accepted as per- 
missible if they had a certain amount of legality. 
This 4rend, along with certain other trends, has 
been going on in our government, and no one seems 
to be able to stop it. Politicians have condoned it 
if they have not actually indorsed it. Business men 
have found it futile to try to stop. The ministry 
has been unable to abort this trend. There is so 
much corruption both in high and low positions 
that good men are afraid to get into politics. Men 
who regard their good reputation with any decency 
hesitate to offer themselves for service in any sort 
of government job. Because of this change in 
morality we have gotten a group of people running 
our government who have little respect for any of 
the higher ideals that existed 50 years or more ago. 
This is true on a national level as well as a state 
and local basis. The medical profession, because of 
its high ethics and high moral standing, has 
shunned all immorality and crookedness. 

Our enemies tried with everything they had to 
cram socialized medicine “down our throats.” In de- 
fense we developed a campaign such as this coun- 
try had never seen before. We went to the people. 
We told them the truth and put our faith in their 
good judgment and integrity. We were surprised 
to see the number that got on our “band wagon.” 
Morality that seemed to be dead in many places 
raised its head in defiance and joined our cause. 
Businesses, both large and small, joined us in our 
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A MESSAGE FROM THE PRESIDENT: 


THE GENERAL PRACTITIONER AND POLITICS 


J. P. Sanders, M.D. 


campaign for what was right. Ours victory was the 
victory of every good American who stood for high 


ideals. Ours was a victory of our friends. 


The Physician Enters Politics 


It was found by many state and other organiza- 
tions that the doctor’s testimony had an enormous 
influence in forming the opinion of Congress. Our 
Congressmen were unusually willing to listen to 
their family physicians tell their story. Many physi- 
cians who had never been directly interested in 
politics before were called upon to testify. The ef- 
fect was astonishing. 

It finally occurred to many of the physicians over 
the country that some of our enemies could be elim- 
inated from the halls of Congress if certain efforts 
were made to “clean house.” Some of the strongest 
men for socialism were eliminated from our govern- 
ment. Doctors and their families took a considerable 
part in the retiring of Senators and Congressmen 
who were leading the socialistic movement in 
Washington. I could enumerate many more in- 
stances in which the physician applied a wholesome 
influence in turning the tide in our great halls of 
Congress during the past two years. 


Plans for the Future 


It occurs to your president in looking over these 
accomplishments that the coming year is going to 
see many more physicians active in politics than 
we have seen before. Many of our profession will 
be in government jobs. We want men who are 
worthy of the position they hold. We will find 
more general practitioners and doctors in general 
taking an active part in politics than normal. Par- 
tisanship should be largely forgotten during these 
strategic times. Whether we are Republican or 
Democrat should make little difference. We are 
Americans first. We should have the courage and 
convictions and be willing to fight all “isms” except 
true Americanism. 
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to keep the hypertensive patient calm... 


S k p en B (phenobarbital plus thiamine) 


elixir: tablets 


Smith, Kline & French Laboratories, Philadelphia 


Available, also: elixir Eskaphen B with Belladonna, 


‘Eskaphen BY TM, Reg. U.S. Pat. Off. for use in patients with smooth-muscle spasm. 
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We have seen the trend in New Zealand, 
Australia, and Britain away from the socialist 
state. We hope the same will be true here. The 
family doctor must take an active part in his gov- 
ernment and help keep the ideals high in America. 
Few of us have any political ambition so far as 
politics is concerned. Yet I am sure that if more 
of our physicians offered themselves for service we 
would have a better type of government. Physicians 
are too respected not to have their opinions re- 
spected. In our state legislatures and in our national 
Congress we should have a few physicians scattered 
throughout. Then the viewpoints of the practicing 
physician would be considered in our laws. The 
bureaucracies which many of us detest so much are 
run and operated by people that make a career of 
it. They have free medical care, free hospitalization, 
and free services of almost every sort. It is only to 
be expected that such people with such a philosophy 


think in socialistic terms. If we had a few doctors 


in our Congress our feelings, our thoughts, and our 
ethics would be known throughout the govern- 
ment. But we cannot ask a respectable physician 
to offer himself for service unless the medical profes- 
sion of the country will back him up. We have to 
show him that we have that much faith in him in 
order for him to make the sacrifice. If such men 
offer for service, we must support them. 


In Summary 


In many ways we have a great year facing us. 
The physician must accept his political responsibili- 
ties as never before. We must be nonpartisan as far 
as possible whether we are Southern Democrats or 
Northern Republicans. We must fight all “isms” of 
whatever form and seek to gain back the high ideals 
that were the creed of our founding fathers. To this 
end, let us set our goals. 

—J. P. Sanvers, M.D., President 


The complete 
Ultraviolet Spectrum for 


effective therapeutic use! 


H 
LUXOR ALPINE 


The complete spectrum with HERE IS A PARTIAL LISTING OF 


high intensity emission in short, 
medium and long wavelengths is 
a definite requirement 
modern practice of light therapy. 
Because the Hanovia lamp is 
powered with the highly devel- 
oped mercury-quartz burner it 


warrants prime consideration. 


DISEASES IN THE TREATMENT OF 
WHICH ULTRAVIOLET RADIATIONS 
PROVED OF IMPORTANT 


SKIN DISEASES... 
vulgaris, eczema, psoriasis, pityriasis 
rosea, eer! ulcers. 

SURGERY . sluggish wounds. 

CARE OF INFANTS & CHILDREN . 
— — tetany or spasmophilia, 


PREGNANT & NURSING MOTHERS 
. preventive measure for rickets. 
TUBERCULOSIS . . . of the bones, 
articulations, peritoneum intestine, larynx 
lymph nodes, sinuses. 
. +. erysipelas—as an adjuvant in the 
treatment in secondary anemia. 


in the 


FOR FURTHER DETAILS ADDRESS DEPT. GP - 2-52 
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Chemical & Mfg. Co., Newark 5, N. J. 
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outstanding relief of 


Pruritus 
with new synthetic 


(N-ethyl-o-crotonotoluide* ) 


non-sensitizing — “We have used EuRAX in approximately 400 cases. . .. There was only one 
instance of sensitization.” 


longer-lasting — “Fifteen dermatologic entities were treated. . .. The antipruritic effect lasted 
approximately six hours after application in some instances and as long as twelve 
hours in others.” 


persistently effective —“... it seldom lost its effect after an initial amelioration. ...” 


non-toxic— “Because of its low sensitizing index and the absence of toxicity, the ointment 


seems to be particularly suitable for those cases where long-continued use is ex- 
pected.” 


cosmetically acceptable — “EURAX is odorless and non-staining . . . an elegant addition 
to our dermatologic therapy.” 


All quotations from paper presented before the 
144th Annual Meeting of the Medical Society of 
the State of New York, New York City, Section on 
Dermatology and Syphilology, May 12, 1950. 
Peck, S. M. and Michelfelder, T. J. New York 
State J. Med. 50:1934 (Aug. 15) 1950. 


Reprints and samples gladly sent on request. 


EURAX Cream (brand of Crotamiton) 


available in 10% concentration in a vanishing- 
cream base: tubes of 20 and 60 Gm. and 1 Ib. jars. 
*U.S. Pat. 2,505,681 


GEIGY PHARMACEUTICALS «* Division of Geigy Company, Inc. 
220 Church St., New York 13, N. Y. 
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ACADEMY BERMUDA TRIP SCHEDULED 


DURING COLORFUL SPRING FESTIVAL 


Bermupa’s colorful Spring Festival will be in full 
swing during the month of April while Academy 
members are visiting the Coral Islands. 

Tours of historic homes and picturesque gardens 
will be open to vacationing general practitioners, as 
well as band concerts, ballets, plays, and art ex- 
hibits. During the festival season, yachting races, 
golf, tennis, and fishing tournaments have been 
scheduled for sportsman and spectator alike. 

The lovely Elbow Beach Hotel, where the Acad- 
emy party will be accommodated, has its own beach 
for sun worshippers. Bicycling will provide a pleas- 
ant pastime for others, a carefree way to see Ber- 
muda countryside. Still others will prefer “clipclop” 
travel, the old-fashioned surrey, enhanced in charm 
by the drivers’ hodge-podge of fact and fiction. 

A trip to the fascinating Sea Gardens may be ac- 
companied by a cruise through the Great Sound in 
a glass-bottomed boat for an eerie view of the bril- 
liant coral reefs, sea ferns, and darting fish. Speak- 
ing of fish, there is excellent opportunity in Ber- 


muda for deep-sea fishing, with a plentiful supply 
of such prizes as the Amberfish, Wahoo, and Ocean 
Chub. 

For those who desire it, the Bermuda Holiday 
may be followed by a four-day extension visit to 
lovely Nassau in the Bahamas. Accommodations for 
members have been reserved at Fort Montague 
Beach Hotel, with all details arranged in advance. 

The three Bermuda Holiday itineraries offered 
include either air or sea travel, or a combination, 
so that all members may plan trips suited to their 
individual schedules. Since the trip will occur at 
the height of the Bermuda and Nassau seasons, ap- 
plications for definite reservations must be made im- 
mediately. 

Reservations for the Special Train to and from 
the Assembly may be made in conjunction with 
those for the Bermuda trip. Special arrangements 
for such a combination will be made by the Lee 
Kirkland Travel Agency, 916 Grand Avenue, Kan- 
sas City, Missouri. 
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the for a weekend or a two-week rest. 


Just 3 hours from New York by Clipper 


You'll be amazed how your cares and worries melt 
away under the warm Bermuda sun. Here’s an 
island Paradise where you can afford to. be lazy. 


Only Pan American offers you a choice of both 


You'll find famous English china and silver, French lace deluxe and tourist air service to Bermuda. You can 
and perfume, tartans of Scotland in Bermuda .. . all reason- dail 1 . eis li 
ably priced in devalued pound sterling. And if you stay 12 go ty Constellation type Clipper... 
days or more, you can bring back $500 in goods duty-free! $99 round-trip fare. Or, by DC-4 Clipper .. . 


tourist service is only $85 round trip. 
WORLD'S MOST EXPERIENCED AIRLINE 


*Trade Mark Sag = U.S. Pat. Off. Pan American World Airways, 
Chrysler B Bldg., New York. Fares subject to tax. 


FAN AMERICAN World AIRWAYS 


Following the Atlantic City Assembly .. . 


A HKolida In Bovmuda 


Plan Now to Visit Bermuda with Your Fellow Members! 


Itinerary Number One, $463.00. Going via 
SS Queen oF Bermupa, returning via PAN-AMER- 
icaN Wortp Airways. 


16 Days 


March 27: At 5:00 p.m. leave Atlantic City via 
Special Train for New York. 


March 28, 29, 30: In New York with choice ac- 
commodations at the Biltmore. Tickets to an outstand- 
ing theatre production, gala dinner party at one of 
New York’s smartest theatre-restaurants. 


March 31 and April 1: At sea aboard the luxuri- 
ous SS Queen of Bermuda. Choice outside cabins. 
Relax and play . . . deck games, music, swimming, 
excellent cuisine, all for your pleasure. 


April 2 to 10 inclusive: In lovely Bermuda, the 
“coral gem of the Atlantic.” Your home is Bermuda’s 
exquisite Elbow Beach Surf Club. Sightseeing, golf, 
swimming, dancing, and dining. Unsurpassed food 


with finest accommodations. 


April 11: Leave Bermuda via Pan-American “Clip- 
per” for the return to New York. From the galley, 
food truly prepared to please the palate, and the host- 
esses are on hand with cards, magazines, refresh- 
ments, etc., to pass the time during our flight. Upon 
arrival New York, motors transfer us to Grand Cen- 
tral Station for the return to home cities. 


Itinerary Number Two, $399.00. Going via 
Pan-AMERIcAN Wortp Airways, return via Pan- 
AmERICAN Wor_p Arrways. 


14 Days 


Itinerary Two will be similar to Number One, how- 
ever this party will only remain in New York until 
Saturday morning, March 29, departing at 10:30 
A.M. via Pan-American “Clipper” en route Bermuda, 
arriving Bermuda in time for dinner that same eve- 
ning. The program in Bermuda will be the same as 
Itinerary One, covering this party, however, from 
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their third through thirteenth days, March 29 to April 
8 inclusive. The morning of April 9, depart en route 
New York via “Clipper” at 10:00 a.m. 


Itinerary Number Three, $487.00. Going 
via SS Queen oF Bermupa, return via SS QueEN 
oF Bermupa. 


17 Days 


Itinerary Three is identical to Itinerary One to the 
fourteenth day, April 9. However, on April 10, this 
party departs via the SS Queen of Bermuda for the 
return trip, arriving New York the seventeenth day, 
April 12. 


NASSAU EXTENSION, $157.50. In conjunction 
with Itineraries One and Two, a special Four-day 
Extension to Nassau in the Bahamas is available. De- 
parting Bermuda the morning of April 9, four days 
and nights will be spent at famous Fort Montagu 
Beach Hotel. Choice double rooms, meals, beach fa- 
cilities, sightseeing, etc. Air transportation from Ber- 
muda to Nassau and from Nassau to New York via 
BRITISH OVERSEAS AIRWAYS. 


Detailed itineraries of above all-expense arrange- 
ments upon request. All arrangements by LEE KIRKLAND 
TRAVEL, Kansas City. 


IT’S VERY IMPORTANT to place definite reservations 
as early as possible, as our “Bermuda Holiday” will 
take place at the very height of the Bermuda season. 


American Academy 
of General Practice 
406 West 34th 
Kansas City, Mo. 


Please reserve, in my name, accommodations for my party of 
€ ) for the A.A.G.P. BERMUDA HOLIDAY. We prefer 
Itinerary Number ( _). Enclosed is my check for ( ) rep 
resenting deposit of $50.00 on each reservation which is to be 


applied on cost of trip. Nassau Extension—Yes (1 No D. 
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Hotel Reservations at Atlantic City 


1952 Annual Scientific Assembly 
AMERICAN ACADEMY OF GENERAL PRACTICE 


Convention Hall—March 24-27—Atlantic City, N. J. 


® A Housing Bureau has been organized for the | accommodate other than national officers, two dele- 

Annual Scientific Assembly of the AMERICAN gates from each state chapter, and distinguished 
ACADEMY OF GENERAL PRACTICE, March 24-27, guests in the Chalfonte-Haddon Hall Hotels. Officers 
1952, in Atlantic City. Since all requests for rooms of state chapters and others will be required to make 
are handled in chronological order, it is recom- — individual requests which will be handled in regular 
mended that you send in your application IMMEDI- _— chronological order. 


ATELY. All reservations must be cleared through this 


In making hotel reservations, please use the blank HOUSING BUREAU. Please give DEFINITE DATE and 
below. In writing for reservations indicate your first, approximate hour of ARRIVAL, as well as DEPART- 
second, third, fourth, fifth, and sixth choice of hotels.  YRE and list the names and addresses of ALL per- 
A limited number of rooms are available at the sons who will occupy the rooms requested, and the 


Headquarters Hotel. Therefore, it is impossible to type of accommodation desired. 


You will receive confirmation direct from the hotel accepting the reservations when made. 


AAGP HOUSING BUREAU Single rooms are limited 
MAIL TO: 16 Central Pier in number. Please arrange to occupy 
Atlantic City, N. J. twin-bedded rooms if possible. 


Please reserve the following: (See list of Hotel Rates) 


First Choice Hotel 


Fourth Choice 


Second Choice Hotel 


Fifth Choice 


Third Choice Hotel 


Sixth Choice 


person(s). Rate $ to $ per room 


Secession’ Room(s) with bath for 


THIS one Combination (2 rooms with one bath) for.......... persons. Rate $ to $. per room 


asinine Room(s) and Parlor for 


ote 


Arriving Atlantic City hour PM. l 


Rooms will be occupied by: 
TODAY Street Address 


(Please Attach List of Additional Names, If Necessary) 


AAGP Housing Bureau 


Street Address 


City 


oud 
| | 
| | 
| 
| 
| 
! 
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! 
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HOTEL RATES IN 


ATLANTIC CITY 


Map Rooms with Bath 


No. Boardwalk Hotels Single 

37 Ambassador, Boardwalk at Brighton... $6.00-11.00 
19 Apollo, Boardwalk at New York amen 4,00- 6.00 
1 Breakers, Boardwalk at New Jersey... 5.00- 9.00 


9-10 Chalfonte-Haddon Hall—No rooms available. 
Reserved for Congress of Delegates... — 


Chelsea, Boardwalk at Morris. 
Claridge, Boardwalk at Park ane 
Dennis, Boardwalk at Michigan 


6.00-14.00 
5.00-11.00 
6.00- 8.00 
Marlborough-Blenheim, Boardwalk at Park... 6.00- 9.00 
Mayflower, Boardwalk at Tennessee. 5.00- 6.00 
New Belmont, Boardwalk at Ocean. 4.00- 5.00 
President, Boardwalk at Albany... 5.00-10.00 
Ritz-Carlton, Boardwalk at lowa.................. .. 6.00-12.00 
St. Charles, Boardwalk at St. Charles 5.00-12.00 
Seaside, Boardwalk at Pennsylvania... .. 6.00-11.00 
Shelburne, Boardwalk at Michigan... 6.00-16.00 


Traymore, Boardwalk at Illinois 


. 6.00-14.00 


Double 
$8.00-14.007 
6.00-10.00 
7.00-14.00 


8.00-18.00F 
7.00-15.007 
10.00-18.00 
9.00-16.00F 
9.00-18.00f 
7.00-12.00T 
6.00-10.00 
8.00-14.00F 
8.00-14.00f 
7.00-14.00 
8.00-14.00F 
9.00-18.00T 
8.00-18.007 
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Street plan of Atlantic City, showing 


location of Housing Bureau hotels. 


Map 
Rooms with Bath Wo. 
Avenue Hotels Single Double ll 


21 Boscobel, Kentucky near Boardwalk... $3.00- 4.00 $6.00- 7.00 1 
lla Carolina Crest*, N. Carolina near Boardwalk 5.00- 7.00 7.00-10.00 25 Madison, Illinois near Boardwalk... 7.00-10.00 
4 Clarendon, Virginia near Boardwalk 5.00- 6.00 7.00 20 Monticello, Kentucky near Boardwalk 7.00 

7 Colton Manor, Pennsylvania near Boardwalk... 5.00- 9.00 7.00-12.00 3 Morton, Virginia near Boardwalk... 5.00- 7.00 7.00-10.00 
17 Columbus, Pacific at St. James Place. 6.C0- 8.00 12 7.00 

29 Crillon*, Pacific at Indiana 8.00-10.00 6.00-10.00 
30 Eastbourne, Pacific at Park Place... 7.50- 8.00 7.00-12.00 
16 Flanders, St. James near Boardwalk... 7.00- 9.00 6.00- 7.00 
7.00- 8.00 
7.00-10.00 
6.00- 7.00 


Rooms with Bath 
Single Double 


Lafayette, N. Carolina near Boardwalk... 5.00- 8.00 8.00-14.00T 
Lexington, New York near Boardwalk 6.50- 8.50 


Avenue Hotels 


Penn-Atlantic, Bacharach and S. Carolina........ 

Runnymede, Park near Boardwalk... 4.00- 7.50 

5.00- 7.00 

4.00- 5.00 
The above rates are subject to 3% Municipal Tax 

*Rate Includes Breakfast. 

+ Parlor Available. 


Senator, S. Carolina near Boardwalk 
5.00 Sterling, Kentucky near Boardwalk 
6 Holmhurst, Pennsylvania near Boardwalk 
23 Jefferson, Kentucky near Boardwalk. 


24 Kentucky, Kentucky near Boardwalk... 
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Count 
PHARMACY 
CHEMISTRY 


for effective cough therapy 


(Dihydrocodeinone Bitartrate) 


Three forms available: Oral Tablets (5 mg. per tablet), 
mm Syrup (5 mg. per teaspoonful), Powder (for compounding). 
May be habit forming; narcotic blank required. 


Average adult dose 5 mg. Literature on request. 


Endo Products Inc., Richmond Hill 18, N. Y. 
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Notice is hereby given that the following amend- 
ments to the Constitution and By-Laws have been 
proposed and submitted to the Committee on Con- 
stitution and By-Laws, which will present said 
amendments in its annual report for the considera- 
tion of the Congress of Delegates on March 23, 
1952: 


Proposed Amendment No. 1—Constitution 


Resoivep, That Article III of the Constitution 
be amended by adding to the first sentence thereof 
the following: “, (5) and Inactive Members”, and by 
striking therefrom the word “and” preceding the 
words “(4) Members Emeritus”. 


Proposed Amendment No. 2—By-Laws 
Reso.vep, That Chapter I of the By-Laws be 


amended by adding thereto a new section to be 
numbered Section 5 (the present Section 5 to be 
numbered Section 6, the present Section 6 to be 
numbered Section 7, the present Section 7 to be 
numbered Section 8) reading as follows: 

“Sec. 5. Inactive Members. Active members who 
are incapacitated by reason of illness, accident, age, 
or infirmity, and who for this or any other reason 
are unable to engage in practice, and members who 
are called to temporary active duty with the Armed 
Forces may be elected to Inactive Membership by a 
majority vote of the Board of Directors. No member 
shall be considered for inactive membership unless 
he has first been placed in this status by his respec- 
tive state chapter and relieved of the requirement to 
pay dues by said chapter. Election to inactive mem- 
bership shall be for a maximum of one (1) year, pro- 
vided, however, that an inactive member may be 
re-elected to this classification annually by the 
Board of Directors. Inactive members shall not be 
required to pay dues to the Academy or to meet 
the requirements for postgraduate education as pro- 
vided in Section 3 of this chapter but shall be re- 
quired to pay the regular member-subscription fee 
for the official journal. Inactive members shall not 
be entitled to vote or to hold office in the Academy, 
but shall have the privilege of the floor of the As- 
sembly.” 
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NOTICE OF PROPOSED AMENDMENTS 


Proposed Amendment No. 3—Constitution 


Resotvep, That Article VII of the Constitution 
be amended by striking therefrom, in Line 4, the 
words “nine (9)” and substituting in lieu thereof 
the words “ten (10)”. 


Proposed Amendment No. 4—By-Laws 


Resotvep, That Section 1 of Chapter V of the 
By-Laws shall be amended by striking therefrom in 
Line 8 the words “three (3)” and substituting in 
lieu thereof the words “two (2)”; and by striking 
therefrom in Line 9 the words “three-year terms” 
and substituting in lieu thereof the words “five- 
year terms’. 


Proposed Amendment No. 5—By-Laws 


Resotvep, That Chapter VI of the By-Laws be 
amended by striking therefrom all of Section 9. 


Reso.ution “A” 


Wuereas, The Constitution and By-Laws of the 
American Academy of General Practice have been 
amended to change the term of office of directors 
from three to five years and the number of direc- 
tors from nine to ten; and 

Wuereas, Under the previous By-Laws three 
members of the present Board of Directors would 
continue to hold office for two years and three 
members for one year; and 

Wuereas, Four new members are to be elected 
to the Board of Directors under the provisions of 
the amendments referred to above; and 

Whereas, It is necessary to fix the terms of the 
directors previously elected to the Board of Direc- 
tors to conform with the new amendments; and 

Wuereas, Pursuant to the new amendments two 
new directors are to be elected at the 1952 meeting 
for a term of five years and two for a term of four 
years, thus requiring that the terms of holdover di- 
rectors be changed so that two will expire in three 
years, two in two years, and two in one year; and 

Wuereas, The alphabetical order of their names 
appears to be the most feasible method for estab- 
lishing the expiration date of the terms of the six 
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living test 


Motility recordings from the small — 
intestine (by the multiple-balloon 
intubation technic*) — plus con-— 
trolled clinical observations—have 
demonstrated the superiority of 
natural belladonna alkaloids (as 
in Donnatal) over atropine alone, 
and over the newer synthetics, in 
relieving smooth muscle 
with minimal side-effects 


formula: Each tablet 


ital gr.) 16.2 
Cline North Amer. 1948. 
* ea ROBINS CO., Inc., Richmond 20,Va. 
Ethical Pharmaceuticals 
of Merit since 1878 


directors held over on the board; now, therefore, be 
it 

REsotvep, That among the three directors whose 
terms would have expired in 1954, the term of that 
one whose name first appears in the alphabet shall 
expire in 1954, the terms of the remaining two who 
were previously elected for three-year terms expir- 
ing in 1955; and among the three directors whose 
terms would have expired in 1953, the names of 
those two which first appear in the alphabet shall 
expire in 1953, the remaining one expiring in 1954. 


Proposed Amendment No. 6—By-Laws 


Resotvep, That to adjust the terms of office of 
Directors made necessary by the adoption of Amend- 
ments No. 3, 4, and 5, Section 8 of Chapter VI of 
the By-Laws be amended by striking therefrom the 
first sentence, Lines 1 to 8, and substituting in lieu 
thereof the following: “The terms of office of direc- 
tors shall be for five years and shall begin at the 
conclusion of the annual meeting of the Congress 
of Delegates at which their election occurs and ex- 
pire at the conclusion of the fifth succeeding an- 
nual meeting, or when their successors are elected; 
provided that at the meeting at which this amend- 
ment is adopted, the terms of two of the six hold- 
over directors previously elected shall be fixed by 
resolution for three years, two for two years, and 
two for one year, and that two new directors shall 
be elected for five-year terms and two for four- 
year terms.” 


Proposed Amendment No. 7—By-Laws 


Resotvep, That Section 1 of Chapter V of the 
By-Laws be amended by adding thereto a new para- 
graph reading as follows: “The election of all offi- 
cers shall be by a majority vote. When there are 
three or more candidates for a single office and no 
one receives a majority vote on the first ballot, a 
second ballot shall be taken between the two can- 
didates receiving the highest number of votes on 
the first ballot. Candidates for the Board of Direc- 
tors shall be nominated for a specific vacancy occur- 
ring on the Board and each vacancy shall be filled 
by the candidate receiving the majority vote among 
the nominees for that specific office.” 


Proposed Amendment No. 8—By-Laws 
Resotvep, That Section 1 of Chapter V of the 
By-Laws be amended by striking therefrom the 
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second sentence thereof. 


Proposed Amendment No. 9—By-Laws 


Resotvep, That Chapter 1X of the By-Laws be 
amended by striking therefrom all of Section 6 and 
numbering the present Section 7 as Section 6, the 
present Section 8 as Section 7 and the present Sec- 
tion 9 as Section 8. 


Proposed Amendment No. 10—By-Laws 


Resotvep, That Section 2 of Chapter V of the 
By-Laws be amended by adding thereto a new sen- 
tence reading as follows: “In the event either of the 
above is not a duly accredited delegate in the next 
ensuing meeting of the Congress of Delegates fol- 
lowing his election, his office shall be declared va- 
cant and a successor shall be elected as the first 
order of business at said session. 


Proposed Amendment No. 11—By-Laws 


Reso.vep, That Section 3 of Chapter VI of the 
By-Laws be amended by adding thereto a new sen- 
tence reading as follows: “In the event of the death, 
resignation, or removal from office of the president- 
elect, the Board of Directors shall nominate two 
members for that office and election of the successor 
to the president-elect shall take place by vote on 
these candidates by the Congress of Delegates at 
the next ensuing meeting as the first order of busi- 
ness following approval of the minutes, provided, 
however, that nothing herein shall be construed as 
preventing additional nominations for this office 
from the floor.” 


Proposed Amendment No. 12—By-Laws 


Resotvep, That Section 3 of Chapter I of the 
By-Laws be amended by striking therefrom the first 
sentence of the second paragraph, Lines 8 to 13, and 
substituting in lieu thereof the following: “A mini- 
mum of fifty (50) hours of the one hundred fifty 
(150) hours of postgraduate study required each 
three years must be fulfilled by attendance at for- 
mal postgraduate courses accepted and approved by 
the Commission on Education. Evidence of attend- 
ance at such approved courses shall be furnished 
by members on a prescribed form mailed by the 
Executive Secretary annually, said form to be re- 
turned to the Executive Secretary within thirty 
days after receipt thereof.” 


4 
3 
ax 
157 


7/2 gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 


lasting from five to eight hours, usually free from u- 
desirable after-effects. Pulse and respiration are slowed 
@ DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 
abolished and the patient can be readily aroused.” 
“CHLORAL HYDRATE produces a normal type a 
sleep, and is rarely followed by ‘hangover’.”! 
Dosage: One to two 7!/2 gr., or two to four 3% gr. capsules at 
bedtime. 


CAPSULES HYDRATE Fellows 


ODORLESS NON-BARBITURATE °¢ TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE —Fellows 


for the patient who needs daytime 
© DAYTIME SEDATION sedation and relaxation with complete 
comfort. 


Dosage: One 3% gr. capsule three times a day, — 
after meals. 3 i or. 


EXCRETION — Rapid and complete, therefore no depressant after-effects. 4 


Available: Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white capsules. . . bottles of 24's and 100's 
7'2 gr. (0.5 Gm.) Blue capsules... ............. bottles of 50's 


Professional samples and literature or request 


ellow 


MEDICAL MFG. CO., INC 


pharmaceuticals since 1866 
22 Christopher St., New York 14, N. Y. 


Hyman, te tiapeies Practice of Medicine (1950) 
. Rehfuss, "a. in Practical Therapeutics (1948) 


an, L., and yA : The Pharmacological Basis of Therapeutics (1941). 22nd printing, 1951. 
Sollmann, T.: A Manual of Tth ed. (1948), and Usetul tath ed. (1847) © 
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Proposed Amendment No. 13—Constitution 


Reso.vep, That Article III of the Constitution 
be amended by adding to the first sentence thereof 
the following: “(6) Retired Members.” 


Proposed Amendment No. 14—By-Laws 
RESOLUTION 


Wuereas, Many senior physicians in the gen- 
eral practice of medicine have become members of 
the American Academy of General Practice be- 
cause they believe in its principles, and 

Wuereas, The membership of these older physi- 
cians brings great prestige and advantage to the 
Academy, and 

Wuereas, It has occasionally happened that one 
of these older members finds himself in financial 
difficulties due to poor health, infirmity or other un- 
controllable circumstances, which make it a hard- 
ship for him to pay his annual dues in the Acad- 
emy; now therefore, be it 

Resorvep, That Article Ill of the Constitution 
of the American Academy of General Practice be 
changed in Line 3 by adding after the phrase “(4) 
Members Emeritus,” the phrase “(5) Members Re- 
tired”, and 

Furtuer Be It Resotven, That Chapter I of the 
By-Laws to that Constitution be changed by adding 


be in bed... 
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the following to be known as Section 7, after the 
present Section 6 and renumbering the present Sec- 
tion 7 as Section 8. 

“Section 7. Members Retired. Members of this 
Academy who have retired from active practice be- 
cause of age, infirmity or other physical reasons and 
whose retirement causes them to be financially un- 
able to pay their dues shall be eligible for classifica- 
tion as Retired Members. A member, to be eligible 
for this classification shall have been certified to 
the Board of Directors by the Secretary of his con- 
stituent State Chapter as financially unable to pay 
his dues and as having had his annual dues waived 
for this reason by his County Medical Society and 
his State Medical Association and the American 
Medical Association. Such member shall then be 
elected to such classification by the Board of Direc- 
tors and re-elected annually upon the certificate 
of the Secretary of his State Academy. A member 
so classified shall retain all his rights in the Academy 
except the right to vote or hold office but shall not 
receive the Journal of the Academy unless he pays 
the regular subscription price set for Associate 
Members. He shall be subject to all the obligations 
of Active Members unless he also be granted Emeri- 
tus Status by his State Chapter in accordance with 
Section 6 of this Chapter.” 


“Frankly, Doctor, | think you’re the one who should 
must you keep such terrible hours?” 


ij 
Yip 
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If 
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(Signed) Mac F. Canat, 


Executive Secretary 
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“,,,and don’t forget the VITAMINS!” 


Infections with attendant fever and anorexia 
increase the body’s vitamin requirements. 

A balanced vitamin preparation is a 
dependable way to meet this need. 


MERCK serves the Medical 
Profession througtf the Pharma- ; MERCK & CoO., Inc. 


ceutical Industry as a major Manufacturing Chemists 


manufacturer of Vitamins. ute seaser 
' tn Canada: MERCK & CO. Limited—Montreal 
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POSTGRADUATE STUDY 


WITH CLINICAL TRAINING 


BY PAUL WILLIAMSON, M.D. 


University of Tennessee 


ARRANGEMENTS are now being completed to accept 
practicing physicians for postgraduate training into 
the section on general practice at the University 
of Tennessee. These appointments may be for vary- 
ing lengths of time, with a minimum of one week 
for 60 hours of postgraduate work, to a maximum 
of one rnonth with over 200 hours. It has long been 
recognized that one learns by doing, and that medi- 
cal teaching is an excellent means of instruction to 
the teacher himself. 

There will be no fee for the course. The only re- 
quirement will be that the applicant be a reputable 
physician currently engaged in general practice. 
Details of each man’s proposed work will be ar- 
ranged by correspondence before he comes to the 
University. 

Each practitioner's work will be arranged on an 
individual basis under the following general sched- 
ule: Afternoons will be spent in active teaching in 
the general practice clinics, but there will be some 
time for attending various conferences at the medi- 
cal center. Mornings will be devoted to the depart- 
ment chosen in advance by the trainee. Evenings 
will be spent in active work in the admitting and 
emergency rooms at the medical center which are 
conducted under the supervision of the general 
practice section. 

This program enables the trainee to practice un- 
der supervision in the department of his choice, as 
well as to observe the more advanced work that is 
done by the staff of visiting specialists. 

For example: Dr. Frank Whitacre, chairman of 
the department of obstetrics, has suggested that a 
qualified man desiring postgraduate work in his 
department join with obstetric residents in the care 
of both normal and abnormal obstetrics, and that 
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Dr. Williamson 


he receive some training at the operating table in 
operative obstetrics. The trainee would also be ex- 
pected to attend all staff conferences and rounds 
and participate in the care of obstetric patients. 

Dr. Conley Sanford, chief of staff of the hos- 
pitals and chairman of the division of medicine, has 
indicated that he will make arrangements for a 
trainee to join the residents in internal medicine in 
the care of patients in the wards under his depart- 
ment. 

Dr. Harwell Wilson, chairman of the department 
of surgery, has indicated that such physicians in 
training would be welcome throughout the surgical 
services or any of its divisions. They would be al- 
lowed participation in an occasional surgical pro- 
cedure insofar as their experience justifies, and every 
effort would be made to schedule the training de- 
sired. 

It should be particularly interesting to practi- 
tioners to know that this training will not consist 
entirely of lectures and demonstration ward rounds, 
but that each man will be allowed active participa- 
tion at approximately the resident level. In addi- 
tion, experience will be obtained in the actual clini- 
cal teaching of medical students through the gen- 
eral practice clinics. To date, arrangements have 
been made for training in general surgery or one of 
the surgical specialties, in general medicine or one 
of the medical specialties, in obstetrics, gynecology, 
pediatrics, x-ray, and tuberculosis. 

Suitable recognition will be given those who com- 
plete a specific program. Physicians who desire to 
make arrangements for such a course should write 
to the Section on General Practice, University of 
Tennessee, Memphis, Tennessee, indicating the 
training desired and the time available. 
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id ACTHAR Gel—the new LONG-ACTING repository preparation— 


z simplifies ACTH therapy comparable to the management of dia- 
i betes with long-acting insulin. Home or office treatments become 
readily applicable with substantial economy to the patient. Greatly pro- 
longed therapeutic action and convenience of administration are distinct 


advantages of ACTHAR Gel. 


Recent clinical ‘studies have firmly established the recommended dosage 
Ps of ACTHAR Gel. Established dosage for optimum therapeutic effects is 
5 important in the everyday use of ACTH in your practice. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus erythema- 


tosus, drug sensitivities, severe bronchial asthma, contact dermatitis, most 


acute inflammatory diseases of the eye, acute pemphigus, exfoliative der- 
matitis, ulcerative colitis, acute gouty arthritis, secondary adrenal cortical 


hypofunction. Supplied: 5 cc. multiple dose vial containing 20 I.U. per 


cc., and 5 cc. multiple dose vial containing 40 I.U. per cc. 


*THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Obese patients often become dissatisfied and cross under 
the prescribed low calorie diet...their will powers sag, 
their appetites gain the upper hand. Sound obesity manage- 
ment gives sagging will power the prop it needs... and 
guards against nutritional imbalance. 


AM P LUS, containing dextro-amphetamine sulfate, the most 
effective anoretic drug...and 8 vitamins and 11 minerals 
and trace elements ...curtails appetite and rapidly corrects 
the harassing symptoms of vitamin and mineral deficiencies. 


OBESITY 


Available at all Prescription Pharmacies 


J.B. ROERIG AND COMPANY 
536 N. Lake Shore Drive + Chicago 11, Ill. 
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DEXTRO-AMPHETAMINE SULFATE. . 5 mg. 
Management 
MOLYBDENUM... 
VITAMIN A............. 5000 U.S.P. Units 
VITAMIN D.............. 400 U.S.P. Units 
THIAMINE HYDROCHLORIDE... 2mg. 
PYRIDOXINE HYDROCHLORIDE... . 0.5 mg. ae 
ASCORBIC 37.5 mg. 
| CALCIUM PANTOTHENATE....... . 3mg. 
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December Meeting Ends Armed Forces 
Medical Policy Council’s First Year 


Dr. Mervin A. Casserc of 
St. Louis has been named 
vice-chairman of the Armed 
Forces Medical Policy Coun- 
cil according to an an- 
nouncement made by Cap- 
tain Hilton W. Rose, execu- 
tive secretary of the Council. 

Dr. Casberg has resigned 
from his position as dean of 
St. Louis University School of Medicine, effective 
July 1, 1952. 

The final 1951 meeting of the Armed Forces 
Medical Policy Council was held December 17 in 
Washington. This was the twenty-second meeting 
of the Council since it was established by former 
Secretary of Defense George Marshall on January 
2, 1951. The December 17 session was also the first 
joint meeting of the Policy Council and the Health 
Resources Advisory Committee of the Office of De- 
fense Mobilization. 

Topics discussed at the meeting included a uni- 
form release program for reserve medical officers, 
the “doctor draft law,” nurse recruitment, and de- 
ferment of medical and dental students. 

Chairmen of the joint session were Dr. W. Ran- 
dolph Lovelace II for the Armed Forces Medical 
Policy Council and Dr. Howard A. Rusk for the 


Dr. Casberg. 


Dr. Casberg to Armed Forces Medical Policy Council Post 


Health Resources Advisory Committee. Dr. Love- 
lace, head of the section on surgery of the Love- 
lace Clinic in Albuquerque, N. M., succeeded Dr. 
Richard L. Meiling as chairman of the Policy 
Council on July 1. 

Other members of the Armed Forces Medical 
Policy Council are Major General Harry Arm- 
strong, surgeon general of the air force; Dr. Isidor 
S. Ravdin, professor of surgery at the University 
of Pennsylvania; Major General George E. Arm- 
strong, surgeon general of the army; Dr. Alfred S. 
Shands, Jr., medical director of the Alfred I. Du- 
Pont Institute of Wilmington, Del.; Dr. James P. 
Hollers, a doctor of dentistry in San Antonio; and 
Admiral Herbert L. Pugh (MC), surgeon general 
of the navy. 


Taft and Byrd, Political Personalities, 

Voice Same View on Medicine to AMA Group 
Tue American Medical Association achieved a 
master stroke in public relations when it brought 
Republican presidential candidate, Senator Robert 
A. Taft, and Virginia Democrat, Senator Harry F. 
Byrd, together at the interim session December 5 
in Los Angeles. 

Six thousand persons crowded into Shrine audi- 
torium to hear the speakers, who were introduced 
by A.M.A. president John Cline. 

Both senators warned against the dangers of 


First photograph of the Armed Forces Medical Policy Council since Dr. W. Randolph Lovelace Il became chairman. The 
appointment of Dr. Melvin A. Casberg to the vice-chairmanship came after this picture was taken. Council members 
shown here are (left to right): Major General Harry Armstrong, Dr. Isidor S$. Ravdin, Major General George E. Arm- 
strong, Dr. Lovelace, Dr. Alfred S. Shands, Jr., Dr. James P. Hollers, and Admiral Herbert L. Pugh. 
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DOXYCHOL-AS .. 
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Write Dept. 8M for literature 


DOXYCHOL-K.. 
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e Each tablet contains: Ketocholanic acids, 3 gr. (derived from 


The Right 


Combinations in 


BILE ACID THERAPY 


Optimum purity of DOXYCHOL-K and DOXY- 
CHOL-AS enables the physician to obtain pre- 
dictable end results in bile acid therapy. 


Both products represent truly therapeutic formu- 
lae, since the ingredients of each exert specific 
action, and are present in full therapeutic 
amounts. 


DOXYCHOL-AS is indicated where initial treat- 
ment requires hepatic stimulation, plus spasmoly- 
sis and sedation. 


DOXYCHOL-K is ideal for continuation therapy 
over prolonged periods. It contains no antispas- 
modic nor sedative, but provides the same quan- 
tities of unconjugated bile acids with identical 
hydrocholeretic effect. 


oxidized pure cholic acid, and containing approximately 90% 
dehydrecholic acid); Desoxycholic acid, 1 gr. 


e Each tablet contains: Phenobarbital, 1/8 gr. (Warning: May be 
habit forming); Atropine Sulfate, 1/400 gr.; Hyoscyamine Hy- 
drobromide, 1/400 gr.; Desoxycholic Acid, 1 gr.; Ketocholanic 
Acids, 3 gr. (derived from oxidized pure cholic acid, and con- 
taining approximately 90% Dehydrocholic Acid). 


Both products available in bottles of 100, 500 and 1000 tablets, 


George A. Breon Company 


Manufacturing Pharmaceutical Chemists 
1450 BROADWAY NEW YORK I8, N. Y, 
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“creeping socialism” in this country with the social- 
ized medicine issue as a cogent example. 

“Today in the United States Senate there are few 
votes for socialized medicine,” Senator Byrd cau- 
tioned, “but when the slightest opportunity opens 
you will find those promoting these measures, ready 
to strike, like a snake in the dark.” 

Senator Taft termed socialized medicine the 
“opening wedge” in the door to socialism. “The 
American Medical Association,” he said, “has taken 
the lead in opposing this trend, and the doctors are 
justified in this, because the key move of the 
socialists today is the effort to set up a federal 
system of socialized medicine.” 

Byrd, a self-termed Jeffersonian Democrat, ap- 
plauded the A.M.A. for waging a clean, above- 
board, effective campaign against socialized 
medicine. 

Besides shackling medical men, socialized medi- 
cine would destroy incentive in every person af- 
fected by the program and the cost would be from 
six to ten billion at a minimum, according to the 
presidential aspirant. 


Two More State Medical Associations 

Plan Postgraduate Training by Phone 

Tue Kentucky and Texas State Medical Associa- 
tions, following in the footsteps of the Indiana state 
society, will initiate postgraduate instruction by tele- 
phone early in 1952. 

First courses for the Lone Star state will be 
held during January, February, and March. Each 
program will originate at a central point in the 
state. 

Initial program for the Kentucky association will 
be February 26. Live broadcasts, emanating at the 
Louisville General Hospital and arranged by the 
University of Louisville, will be piped into the 
meeting halls of the Kentucky county societies. 
Dr. Robert Lich, chairman of the Committee on 
Medical Education, says that the Southern Bell 
Telephone Company, which serves Kentucky, will 
set up receiving apparatus which involves only 
minor preparations. 

To aid in making the most of each of the hour 
periods, the Medical School is sending each mem- 
ber of the subscribing societies a full outline of the 
material to be covered, liberally illustrated with 
diagrams, charts, etc., ten days before the broad- 
cast. 

“Management of the Patient with Jaundice” is 
the subject for the first phone session. 
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"Senator Robert A. Taft | (left) and Senator Harry F. 
Byrd at the A.M.A. interim session in Los Angeles. 


The second program will be given on March 18, 
followed by a third on April 22. If there is satis- 
factory reception of this plan, these programs will 
be spread over nine months, starting in the fall 
of 1952. 

Maximum cost of each program will be $30 
and the minimum is $10. 


AMA Announces New Fourth Edition 
Of Standard Nomenclature Is Ready 


Tue new Fourth Edition of Standard Nomencla- 
ture of diseases and operations is off the press and 
available to hospitals, according to an announce- 
ment by the American Medical Association. 

Since its inception in 1928, the Standard Nomen- 
clature has grown rapidly to become the standard 
for diagnostic coding of hospital records for more 
than 70 per cent of the hospitals in this country. 
Revision of the book has been the responsibility of 
the A.M.A. since 1937. 

Standard Nomenclature contains 1034 pages and 
is selling for $8. 


1952-53 Fellowships in Cancer Study 
Offered by American Cancer Society 


January 2 was the application deadline for fellow- 
ships and traineeships being offered by the Ameri- 
can Cancer Society for the 1952-53 term. 

A limited number of fellowships are sponsored 
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Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 
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yearly by this Society for physicians desiring post- 
graduate training in diagnosis and treatment of 
cancer. The fellowships will be served in hospitals 
offering approved residency programs in malignant 
diseases, internal medicine, surgery, radiology, and 
pathology. 

Fellowships are awarded for one year, but are 
renewable to and including three years. The next 
program begins July 1, 1952, and lasts through 
June 30, 1953. 

Additional information may be obtained from the 
American Cancer Society, 47 Beaver Street, New 


York 4, New York. 


Texas, Colorado Universities Offer 
Postgraduate Courses Early in 1952 


PosTGRADUATE courses of special interest to gen- 
eral practitioners began in January at the Univer- 
sity of Colorado School of Medicine, Denver, and 
the University of Texas Postgraduate School of 
Medicine, Houston. 

The program at Denver which was held January 
17-19 dealt with poliomyelitis and other childhood 
diseases with respiratory dysfunction. 

In Houston, four winter courses will be offered 
in January through February and March and a 
spring program will be offered the last of March. 


The Office Orthopedics course ran January 10 
through February 8; Office Dermatology will be 
February 19-March 25; Roentgenology for General 
Practice is scheduled January 7-March 10; and the 
fourth course, Demonstration of Clinical Labora- 


tory Methods, was January 8-February 5. 


New York General Practitioners Get 

Credit for Buffalo University Course 

Tue University of Buffalo School of Medicine in 
cooperation with Our Lady of Victory Hospital in 
Buffalo presented a course, Laboratory Procedures 
in Clinical Chemistry for General Practitioners, on 
January 8, 15, 22, and 29. 

Postgraduate credit for attendance was given by 
the New York chapter of A.A.G.P. 

Each of the programs lasted an hour. Max E. 
Chilcote and Willard B. Elliott, members of the 
biochemistry department at Buffalo University, pre- 
sented the course. 

The program was designed to provide general 
practitioners with a knowledge of the most useful 
laboratory tests and the techniques for performing 
them. 
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Dr. A. C. Yoder, Indiana Member, Named 
General Practitioner of the Year by AMA 


AcapEMy member, Dr. A. C. Yoder of Goshen, 
Ind., is the A.M.A.’s choice for “General Practi- 
tioner of the Year.” (See cut.) 

The gold medal which goes with the award, was 
presented Dr. Yoder at a House of Delegates meet- 
ing during the A.M.A.’s interim session at Los 
Angeles in December. 

Dr. Yoder, who became an emeritus member of 
the Indiana chapter in 1948, is still an active 
working member despite his 84 years. He maintains 
that it’s “better to wear out than to rust out.” 

He was president of his county society on two 
occasions and for 35 years was a delegate to the 


Indiana State Medical Association. 


KU Medical Center Has Lung Disease 

Course for General Practitioners 

EicuHtT guest speakers presented a three-day study 
of lung ailments in December at the University of 
Kansas Medical Center in Kansas City, Kansas. The 
postgraduate course, of special interest to general 
practitioners, dealt with functional and systemic 
changes resulting from lung disease. 

Drs. Joseph D. Aronson, Philadelphia; J. Max- 
well Chamberlain and John C. McClement, New 
York City; George M. Curtis, Columbus, O.; 
Michael L. Furcolow, Kansas City; Elrich C. Luft, 
Randolph Field, Tex.; Albert Roos, St. Louis; and 
Francis M. Woods, Boston, were the instructors. 
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General Practitioners Get Screening 
Job at Tennessee University Clinics 


Tue full responsibility for screening all patients 
who enter the University of Tennessee’s Medical 
Center was delegated to the section on general 
practice February 1. 

The general practice staff is now being expanded 
so that a sufficient number of men will be available 
to cover the emergency and admitting rooms. At 
present, the plan calls for a staff of 84 men, each 
of whom will serve one four-hour period during 
each two weeks. 

Another new facet of the General Practice Clinics 
is to bring outlying general practitioners into the 
medical center for postgraduate training and serv- 
ice, announces clinic director Dr. Paul Williamson. 

To promote interest in such a program, the 
A.A.G.P. has approved credit earned in this man- 
ner for the postgraduate requirement and the pro- 
gram will be given without charge to partici- 
pants. 

It is proposed that a physician remain in Mem- 
phis for one week and that he spend his mornings 
making ward rounds with the various services. 
From 1:00 to 2:00 p.m. he will be asked to attend 
one of the lectures at the University. During the 
rest of the afternoon, he will devote his time to 
active teaching in the general practice clinics. At 
least three evenings during the week the physician 
will be expected to attend the various conferences 
of the University staff. 

No exact schedule will be set up for these 
general practitioners and assignments will be made 
according to individual interests. The total num- 
ber of hours spent by each doctor during the week 
will be 50. 

Of the first 40 general practitioners to take part 
in the general practice clinics, 12 have been ap- 
pointed permanent staff members. 


Michigan Has Big Program for Intern, 
Resident Training in General Practice 
Tue University of Michigan Medical School and 
the University Hospital are affiliated with twelve 
hospitals in Michigan for general practice resident 
training and two hospitals in the state for the 
purpose of intern training. 

As part of these training programs, faculty mem- 
bers make monthly visits to the various hospitals 
for the purpose of providing scientific programs and 


clinical conferences. 
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All members of the practicing staffs of these 
hospitals are invited to attend these programs which 
are approximately two hours in length. Through 
this program Michigan general practitioners have 
an opportunity to attend refresher courses at their 
own hospitals or in a nearby city. 


Duke University Reports Good Results 
in Farming Out Senior Medical Students 


Farminc out Duke University medical seniors to 
small-town, or country general practitioners in 
North Carolina has shown good results, according 
to a recent announcement by Dean W. C. Davison. 

The physicians to whom the students are assigned 
all are instructors in general practice at Duke and 
four of the five physicians are members of A.A.G.P. 

They are Drs. Amos J. Johnson of Garland, 
George F. Bond of Bat Cave, J. Street Brewer 
and W. Plato Starling of Roseboro. 

In a recent issue of The New York Times, 
an account of one senior, R. Vernon Jeter, under 
the tutelage of Dr. Bond was given. 

Young Jeter learned that a typical North Carolina 
general practitioner's day consists of seeing 30 
to 40 outpatients, treating inpatients, and spending 
three to four hours at night making house calls. 
He found too that remuneration from country 
patients can cover anything from a bushel of 
apples to poultry. 

Other students taking part in this preceptor 
program have written Dean Davison expressing 
satisfaction with the lot of the modern country 
doctor. 


Progress of Preceptoral Programs 

In Four Medical Schools Reported 
PRECEPTORAL programs in various stages of develop- 
ment have been reported from four medical col- 
leges in this country. 

At Loyola University School of Medicine, Chi- 
cago, senior year students may elect to take a six- 
week medical-surgical preceptorship at a small hos- 
pital associated with the medical school, according 
to John F. Sheehan, dean. During this time the 
students work in the office of selected general 
practitioners on the hospital staff. 

In addition to this elective period all senior 
students spend 18 weeks in the department’s general 
medical clinic, which is directed and staffed by 
general practitioners. This program, which has been 
in operation since July, 1950, is very successful. 
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The University of Buffalo, Buffalo, New York, 
also has a preceptoral system for senior medical 
students but it is in the experimental stage. The 
program is available to students who wish to use 
their month of elective study as a trainee under a 
general practitioner. 

Dean Stockton Kimball also reports that another 
program is being tried at Buffalo. In the junior year, 
each student is assigned to a family, selected from 
the ward or outpatient clinic, which the student 
has seen in the early months of his junior year. 
The aspiring general practitioner is expected to 
follow the course of his assigned family’s medical, 
social, and economic life through the two years 
as he would if he were actually the family’s per- 
sonal physician. 

A preceptoral program for senior medical stu- 
dents has been in operation at the University 
of Vermont since 1927. At the present time, fourth 
year students spend two weeks under the tutelage 
of a general practitioner. Dean W. E. Brown says 
that this has proved a very satisfactory method of 
introducing students to general practice at the 
University. 

The fourth school, Tufts College Medical School, 
has utilized the Boston Dispensary for clinical 
instruction for its senior students. According to the 
school dean, Dr. Dwight O’Hara, each student 


handles cases under a preceptor in the Dispensary. 


Medical News in Small Doses: 


A.A.G.P. HONORARY MEMBER, Dr. Raymond B. 
Allen, who resigned from his duties as president 
of the University of Washington to become director 
of the Psychological Strategy Board in January, 
has also been made a member of the Commission 
on Financing of Hospital Care, an independent 
group appointed by the American Hospital Asso- 
ciation to study hospital costs and financing. Dr. 
Allen’s appointment is his third national position. 
He was also named president of U.C.L.A. just a 
few weeks ago. . . . The Arkansas chapter of 
A.A.G.P. congratulated Indiana for setting Oscar 
Ewing back on his “undemocratic ear” in one of 
its recent bulletins. Indiana is publishing the names 
of all persons receiving social security in that 
state . . . Academy member Dr. Charles Wyatt of 
Greenville, S. C., is councilor for the fourth dis- 
trict in the South Carolina State Medical Associa- 
tion .. . Dr. E. L. Bernhart of Milwaukee is one of 
the councilors elected from Milwaukee's 12th dis- 
trict to Wisconsin State Medical Society . . . At 
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the November 14 meeting of the Milwaukee 
chapter of A.A.G.P., Dr. R. B. Robins of Camden, 
Ark., was guest speaker . . . North Carolina’s Dr. 
John R. Bender is author of “Pediatrics in Gen- 
eral Practice” which appears in the November 
issue of the North Carolina Medical Journal . . . 
Another member, Dr. Donald C. Ausman of Mil- 
waukee, is co-author of “Treatment of Vasospastic 
Conditions with Bentyl Hydochloride” which is 
carried in a recent issue of The Wisconsin Medical 
Journal. GP’s Medical Editor Dr. Hugh H. Hussey 
and Associate Editor Dr. Sol Katz were two of the 
instructors in a postgraduate course in medicine 
sponsored in November by the department of 
medicine at Georgetown University School of Medi- 
cine . . . Dr. William J. Shaw of Fayette, Mo., 
outlines the Function of Intelligence (G-2) Sec- 
tion as a part of Civil Defense in a recent issue 
of The Journal of the Missouri Medical Association 
. . » Michigan State Medical Society’s House of 
Delegates has elected General Practitioner, Dr. 
Clayton Willison of Sault Ste. Marie, “Michigan’s 
Foremost Family Physician.” An award will be 
presented to Dr. Willison March 13 . . . Dr. Eric 
Royston is the new vice-president of the Los 
Angeles County Medical Association . . . The 
annual Postgraduate Assembly and Convention of 
the College of Medical Evangelists, sponored by 


the alumni association, was held March 2-4 in 


Los Angeles. The Army’s Major General George 


Armstrong was among the scientific lecturers. 


NEWS FROM 


THE STATE CHAPTERS 


SIXTEEN counties comprise the new East Texas 
chapter which was organized in December at 
Tyler. Dr. James Frank Beall of Nacogdoches was 
elected president, Dr. Daniel Curtis Simmons of 
Kilgore, vice-president, and Dr. Sidney W. Brad- 
ford of Tyler, secretary-treasurer. 

Physicians from these east Texas counties met 
in Tyler for an all-day pediatrics seminar in De- 
cember. The Texas chapter was one of the spon- 
sors for this program. Medical instructors from the 


University of Texas, Drs. Arild E. Hansen, Harriet 
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Medical instructors from the University of Texas (left to 
right), Dr. E. E. Baird, Dr. A. E. Hansen, Dr. H. M. Felton, 
and Dr. W. R. Hepner, Jr., talk with Dr. B. H. Bayer 
(right), secretary-treasurer of the Texas chapter, during 
the pediatrics seminar at Tyler. 


M. Felton, W. R. Hepner, Jr., and E. E. Baird, 
conducted the seminar. (See cut.) 

Dr. J. O..S. Holt is new president of the Dallas 
(Texas) chapter of A.A.G.P. Other new officers 
are Dr. W. E. Haley, vice-president, and Dr. Jack 
Lanier, secretary-treasurer. Drs. Taylor Pickett, 
Stuart Sealey, and Jane Passomonte will serve on 
the board of directors. 

Harris county (Texas) chapter has elected Dr. 
S. G. Ohlhausen president, Dr. J. D. Mabry, vice- 
president, Dr. Rebecca Duty, secretary, and Dr. 
Lawrence W. Johnson, treasurer, for the new year. 

Dr. Theodore M. Silverman of Elizabeth was 
installed as president of the New Jersey chapter 
at its Third Annual meeting December 8 in Tren- 
ton. Other new officers are Dr. Edwin Rosner, presi- 
dent-elect; Dr. Vincent Campana, vice-president; 
and Dr. Arthur Trewhella, secretary-treasurer. Drs. 
Aaron H. Horland and Sidney D. Becker were 
elected delegates to the Assembly. Alternate dele- 


gates are Drs. Samuel Deich and Harry S. Taff. 

The president of the New York chapter, Dr. 
Samuel Garlan, was the principal speaker. He 
stressed the importance of every family having its 
own family physician, and made a plea for the 
development of postgraduate programs so that 
better general practitioners can be trained in the 
future. Dr. Horland introduced a resolution, which 
was unanimously passed, endorsing the New Jersey 
Plan of Health Insurance developed by the Medi- 
cal Society of New Jersey. 

The Minnesota chapter announces the out- 
come of its recent election with Dr. James A. 
Blake of Hopkins being elected president. Dr. 
Willis L. Herbert and Dr. Alexander J. Ross, both 
of Minneapolis, are the new vice-president and 
secretary, respectively. 

The first Annual Postgraduate Refresher course 
sponsored by the Minnesota chapter was a big suc- 
cess with 225 physicians attending. 

New officers for the St. Louis (Missouri) chap- 
ter of A.A.G.P. were installed at a dinner dance 
held December 1 at the Westborough Country 
Club (see cut). Dr. Norton J. Eversoll, who was 
instrumental in staging the first St. Louis chapter- 
sponsored postgraduate course for the general prac- 
titioner at St. Louis University in 1950 and con- 
ducting a similar course this year, is president. 
Other officers are Drs. Paul E. Rutledge, Carl C. 
Irick, and James A. O’Dowd. Drs. Oliver E. Tjoflat, 
P. C. Hall, and Norman L. Mistachkin are new 
members of the board of directors. 

The Oneida (New York) County chapter was 
one of the sponsors of a teaching day for doctors 
held December 13 in Utica, New York. The pro- 
gram was on peripheral vascular diseases. 

The first Worcester (Massachusetts) Area chap- 
ter meeting was held in November in Worcester 


Banquet scene at Westborough Country Club when new officers of the St. Louis chapter were installed December 1. 
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Mls. the obese patient begins to 


make a habit of weakening ‘‘just this 
once,”” you'll find a dependable ano- 
retic and morale-booster in DESOXYN 
Hydrochloride. 

With Desoxyn, smaller dosage is pos- 
sible because, weight for weight, it is 
more potent than other sympathomi- 
metic amines. One 2.5-mg. or 5-mg. 
tablet before breakfast and another 
about an hour before lunch are usually 
sufficient. With the recommended dos- 
age you can expect quicker action, longer 
effect and a low incidence of side-effects. 


As a valuable adjunct in treat- 
ing depressive states associated 
with convalescence, prolonged illness 
or the menopause, DESOXYN is the 
choice of many physicians. It is ef- 
fective, too, in the treatment of nar- 


colepsy and for adjunctive therapy of 
alcoholism. DEsOXYN is supplied in 
tablets, 2.5 and 5 mg., in elixir, 2.5 mg. 
per fluidrachm, and in ampoules, 20 mg. 


per cc.—available at 


pharmacies everywhere. Obbott 


(METHAMPHETAMINE HYDROCHLORIDE, ABBOTT) 
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with 30 Central Massachusetts general practitioners 
attending. Dr. John R. Fowler of Spencer, first 
president of the Massachusetts chapter and a mem- 
ber of the A.A.G.P. Board of Directors, presided 
at the meeting. Principal speakers at the sessions 
were Dr. Harvey A. Kelly of Winthrop, president 
of the state chapter, Dr. James G. Simmons, state 
president-elect, Dr. John B. Butts, Dr. Anthony 
D. Vamvas, and Dr. Milton H. Yudell, all of 
Worcester. 

A series of continuation courses for general prac- 
titioners to be given at the Wilmington General 
Hospital have been arranged by the Delaware 
chapter. The faculty will be made up of members 
of the University of Pennsylvania Medical School. 
Each course will consist of eight weekly sessions of 
three hours duration and will be conducted 
throughout the regular school year. Dr. J. Jesse 
Selinkoff is chairman of the Delaware chapter's 
committee on education. 

Professors from several Ulinois medical schools 
participated in a group of lectures held recently 
for the North Illinois Regional chapter of A.A.G.P. 
They were Drs. Robert L. Grissom, George A. 
Hellmuth, Peter Gaberman, Steven O. Schwartz, 
Robert W. Keeton, and Max Samter. 

The Jefferson (Alabama) County chapter has 
elected officers for the new year. Dr. C. W. Neville 
is president, Dr. J. S. Jordan, president-elect, Dr. 
C. J. Fisher, vice-president, and Dr. W. E. Dog- 
gett, Jr., secretary-treasurer. Drs. J. N. Carmichael, 
E. H. Sanders, and C. W. Deaver are members of 
the executive committee. 

Geriatrics was the topic for the postgraduate 
course sponsored by the lowa chapter January 24 
in Des Moines. Dr. Wingate M. Johnson, professor 
of clinical medicine at Bowman-Gray School of 
Medicine of Wake Forest College, Winston-Salem, 
N. C., and Dr. Walter C. Alvarez, emeritus profes- 
sor of clinical medicine at the University of Min- 
nesota, presented the program. 

April 30 is the date of the 1952 Scientific As- 
sembly of the Kentucky chapter. The meeting will 
be held in Louisville. Luncheon speakers will be 
Dr. R. B. Robins, president-elect of A.A.G.P., and 
Mac F. Cahal, the A.A.G.P. executive secretary. 

The Greater Kansas City (Missouri and Kansas) 
chapter had a roundtable discussion on civil de- 
fense at a December meeting in Kansas City. Dr. 
Carroll P. Hungate was moderator. 

Seminars in December and January were held by 
the New Hampshire chapter. Dr. O. Sherwin 
Staples of Dartmouth Medical School lectured on 
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Pitfalls in Fracture Treatment in General Practice 
at the December meeting in Berlin, N. H. Other 
Dartmouth Medical School instructors, Drs. Ralph 
Hunter and Robert Fisher, were in charge of the 
January 17 seminar which was held at the Grafton 
County Hospital near Haverhill. Their topics were 
Diagnosis of Common Neurologic Conditions in 
General Practice and Diagnosis of Acute Head In- 
juries. 

The Stamford (Connecticut) chapter is spon- 
soring a postgraduate course which began the lat- 
ter part of January on Endocrinology and Diseases 
of Metabolism. Liver Function in Health and Dis- 
ease will be the topic for the sessions March 4 and 
18. There will be two April meetings on Lower 
Nephron Nephrosis and Edema. All nine confer- 
ences are being given by professors from Yale Uni- 
versity School of Medicine. 

A two-day postgraduate seminar, the fourth to be 
given by the Alabama chapter, in co-operation with 
the Medical College of Alabama was held January 
23 and 24. Dr. D. G. Miller, Jr., of Morgantown, 
Ky., was speaker at the banquet which was held 
following the last session. Dr. Miller is secretary- 
treasurer of the Kentucky chapter. 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP 
for permanent reference has brought an in- 
creasing number of inquiries from subscribers 
for advice as to where they can have this 
binding done. As a result of some extensive 
investigation, we feel that the most satisfac- 
tory and economical results can be obtained 
by selecting a capable bindery, specializing 
in this type of work, which will follow our 
specifications and produce an _ attractive, 
well-bound book, at a reasonable price. 


We are pleased to announce that PABS 
(Publishers Authorized Binding Service), 308 
West Randolph Street, Chicago 6, Illinois, 
has been selected as offering this type of 
service. They will bind six issues of any vol- 
ume in the best grade of washable “GP 
Blue” buckram, with gold stamping on the 
spine and the subscriber's name in gold on 
the front cover. The cost is $3.60 per volume. 
Send the six issues to Chicago, express or 
parcel post prepaid, with check or money 
order payable to PABS. The bound volume 
will be returned, transportation prepaid, by 
the bindery. 
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Much has been written about ‘‘Antabuse.” Many alcoholics have 
long awaited its benefits. 
Now, after nearly three years of intensive clinical research, 
it is available for prescription use. 
“Antabuse” sets up a sensitizing effect to ethyl alcohol. It builds a ‘‘chemical 
fence” around the alcoholic... helps him develop a resistance to his craving. 
Its high degree of efficacy is confirmed by extensive clinical evidence. 
‘‘Antabuse” is safe therapy when properly administered. However, it should 
be employed only under close medical supervision. Complete descriptive 
literature is available and will be gladly furnished on request. 
‘‘Antabuse” is identical with the material used by the original Danish 
investigators, and is supplied under license from Medicinalco, 
Copenhagen, Denmark. U.S. Pat. No. 2,567,814. 


Tested in more than 100 clinics... 
by more than 800 qualified investigators... 
on more than 5,000 patients... and covered by 
more than 200 laboratory and clinical reports. 


... brand of specially prepared and highly purified tetraethylthiuram disulfide. 


Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000. 


Ayerst, McKenna & Harrison Limited - New York, N. Y. - Montreal, Canada 
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A potent hypotensive principle 
biologically standardized in mammals’ 


Veriloid represents the sum of the clinically desirable, purified hypotensive ester 
alkaloids fractionated from Veratrum viride by an exclusive Riker process. Veriloid 
provides the refined active principles of the crude drug, and on a weight basis repre- 
sents less than one tenth of one per cent of the whole plant from which it is derived. 
Veriloid is biologically standardized in mammals,' with drop in blood pressure as the 
end point; hence, results are directly transferable to man, with complete assurance 
of pharmacologic uniformity.” * 

The purification and standardization of Veriloid permit its administration by weight 
in milligrams, based on hypotensive activity in mammalian test animals. This exacti- 
tude in dosage gives Veriloid therapy a clinical flexibility that makes possible avoid- 
ance of adverse reactions. Through elimination of the natural variables in potency of 
the whole dried plant which lead to side actions, Veriloid therapy has achieved 
clinical uniformity with striking hypotensive effects in all forms of blood pressure 
elevation.* > 

The usual daily requirement of Veriloid is 9 to 15 mg., given in divided dosage 
three times daily, every 6 to 8 hours, the first dose to be taken after breakfast. The 
evening dose may be 1 or 2 mg. larger than the other two doses of the day. However, 
requirements for Veriloid vary from patient to patient, and careful dosage determina- 
tion on each patient is essential for maximum therapeutic effectiveness. 

Veriloid is supplied in 1, 2 and 3 mg. tablets, in bottles of 100, 500 and 1,000. 


VERILOID-VPM 


Containing Veriloid (2 mg.), phenobarbital (15 mg.), and mannitol hexanitrate (10 mg.), 
Veriloid-VPM provides valuable sedation and the vasodilating action of mannitol hexa- 
nitrate. This combination usually makes possible reduced dosage without sacrifice of 
therapeutic efficacy. Also, phenobarbital adds the advantage of increasing the spread 
between effective therapeutic dosage and the dosage at which side reactions occur. 


VERILOID WITH PHENOBARBITAL 


Veriloid With Phenobarbital (Veriloid, 2 mg., phenobarbital, 15 mg.) provides sedation 
without the action of mannitol hexanitrate. It is valuable when emotional tension must 
be controlled. 


*Trade-Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BLVD. - LOS ANGELES 48, CALIF. 
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low priced 


royal 100 
MA unit 


with rotating 
anode tube 


RIGHT (in in- 
set) Close-up 
view of auto- 
matic control 
panel. 


Entire 
remote con- 
trol console 
for Mattern 
Royal 100 
MA Unit. 


better value dollar for dollar .. . 
plus the features that spell x-ray 
efficiency. 


The Mattern Royal 100 offers an unusual dol- 
lar-for-dollar value which is particularly re- 
markable in the low-cost tilt table field. Among 
its special features are: 


eCompletely automatic control (see illustra- 
tion). 


eRotating anode tube—need not be removed 
when changing position of table. Counterbal- 
anced 12”x16” fluoroscopic screen and tube— 
— in unison-—raise, lower, or angle as de- 
sired. 


eHand tilt mechanism which permits use of 
table in either horizontal or vertical plane. 
Tube stand mounted separately on tracks, al- 
lowing greatest flexibility in positioning. 


eBucky diaphragm on full-length track beneath 
table. Bucky tray has self-centering and lock- 
ing device . . . takes cassettes up to 17”x17”. 


eMattern design and engineering—resulting in 
simplicity of installation and long, trouble-free 
operation. Mattern equipment calls for the 
minimum in repair service. 


SB292 


F.0.B. CHICAGO 


(rotating anode tube 
at additional cost.) 


or write direct to us for information. 


4635-4659 NORTH CICERO AVENUE © CHICAGO 30, ILLINOIS 
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SIDE VIEW AND APPLICABILITY, with standard pulley 


and foot of bed 4” to 6” elevated, demonstrates the freedom of 


leg movement which prevents quadriceps atrophy. 


[ong Awaited 


PELVIC TRACTION BELT 


indicated in the treatment of 


LOW BACK INJURIES 


An effective and practical adjunct in the 
treatment of low back injuries, following 
the tested designs of Dr. Samuel Varco. 


Clinicians regard it as a marked improve- 
ment over present traction methods. In no 
way does it restrict the use of any other 
modalities which may be desired. 


Ease of application, cheerful acceptance 
by the patient, its availability for men, 
women and children at hospital or home 
and a decrease in the demands on the 
nursing staff make the Camp-Varco Pel- 
vic Traction Belt a distinct contribution. 


Write for literature. 


PERMITS PROPER NURSING. The patient can move about freely 
for the application of massage or any other 
form of therapy. The traction is self-adjusting. 


S. H. CAMP AND COMPANY, JACKSON, MICHIGAN 
Offices in New York * Chicago * Windsor, Ontario * London, England 
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Clinical Fact 


Privine is a relatively nontoxic 
nasal vasoconstrictor. The 
decongestive action of Privine 
(naphazoline) hydrochloride is 
remarkably free from systemic side 
effects which may follow the use 
of epinephrine, ephedrine and 
certain related synthetic 
derivatives. 


Practical Conclusion 


at 
ww? Privine.. 


for safe nasal decongestion 


Ciba Summit, N. J. 
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AN OUTSTANDING PRODUCT 
An FOR OBESITY CONTROL 


~ 


ALL 5 FACTORS IN t SMALL CAPSULE 


To inhibit appetite, each capsule contains: 
5 mg. dextro amphetamine sulphate 


To offset nervous stimulation: 
% gr. phenobarbital 


To supply needed bulk: 
200 mg. ylcellulose 


To supply protective amounts of nutritional factors: 


10 vitamins and 8 minerals 


Low in cost to patients: 
Approximately 4¢ per capsule 


AVAILABLE AT ALL PHARMACIES 
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the NEW hematinic 


for better results... 


2 tablets t.i.d. provide: 


50% USP Crystalline 
Bi2 icon Biz Concentrate 60 mcg. 


FOLIC ACID 5.1 mg. 
GASTRIC SUBSTANCE 600 mg. 
FERROUS GLUCONATE 18 gr. 
COPPER SULPHATE 15 mg. 
VITAMIN C | 300 mg. 


TRULY THERAPEUTIC AMOUNTS 
OF B COMPLEX: 7 


Thiamine Chloride 10 mg. 
Riboflavin 10 mg. 
Niacin Amide 150 mg. 
Pyridoxin Hydrochloride 2 mg. ‘ortif 
Calcium Pantothenate 10 mg. pl 


NATURAL B COMPLEX FACTORS: a 

Desiccated Liver 1200 mg. | 
COMPARE: Completeness, potency and cost 
NOW AVAILABLE AT ALL PHARMACIES 
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can YOU make 


effective diathermy 
treatment 
applications in 

9 seconds or less? 


You can with the Liebel-Flarsheim 
SW-660 diathermy! The ingeni- 
ously designed unit, the versatile 
applicators and the adjustable 
counterbalanced arms all con- 
tribute to faster set-ups and more 
efficient treatment. Why not 


write us for all the facts today? 


THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 2, OHIO 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Johnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students Or Interns 
To Help Them Pursue A Year Of Residency Training 


In General Practice 


Recipients will te chosen annually by the 
“Mead Johnson Geneval Practice Award Committee” 
Aipointed from the Academy Membership ty the Board of Directors of 
The American Geademy of General Practice 
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Companion to their other constantly-referred-to works 
(and considered virtually as indispensable) are the Picker X-Ray 
Accessory Catalogs on thousands of doctors’ bookshelves. 


This catalog has long been a standard reference for materials used in 
radiography, fluoroscopy, and radiation therapy .. . probably the 
most complete source book for x-ray accessories extant. Its two 


hundred pages embrace not only Picker-made products, 


but a host of others gathered from all over the world, 
and offered under the Picker guarantee. The wide 
range of the collection is evidence of our ceaseless 
search for better ways to serve you. 


PICKER X-RAY CORPORATIQN 
300 FOURTH AVENUE, NEW YORK 10, N¢& Y. 
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Syrup 


EDULON 


Roche’ 


non-narcotic—in place of codeine 
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coughed all 
patient 


Wind 


HOFFMANN-LA ROCHE INC. 
ROCHE PARK * NUTLEY 10 » NEW JERSEY 
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The use of a synthetic gum as a base for vaginal jelly was first introduced by 
Julius Schmid, Inc. in 1946. This synthetic gum as employed in raMses Vaginal 
Jelly has been shown by direct color photography to have adhesive properties 
which provide complete occlusion of the cervix for at least 10 hours after coitus. 


RAMSES* Vaginal Jelly immobilizes sperm in the fastest time recognized under 
the Brown and Gamble technique (the only test recognized officially by the 
Advisory Committee on Contraceptives of the Council on Pharmacy and Chem- 
istry ). Wide clinical use has proved the dependability of ramses Vaginal Jelly. 


THERE IS NO BETTER PRODUCT 


RAMSES Vaginal Jelly is accepted by the Council on Pharmacy and Chemistry of 
the American Medical Association. All ramses Gynecological Products, as a 
matter of policy, are offered for use only under the guidance of the physician. 


°The word raMsEs is a registered trademark of Julius Schmid, Inc. Active ingre- 
dients, by weight: Dodecaethyleneglycol monolaurate 5%; boric acid 1%; alcohol 5%. 


gynecological division 


quality first since 1883 
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Picture the specimen 


in color. _. vivid, brilliant color 


LYMPHOSARCOMA OF BREAST. A—Gross specimen. 
pB—Photomicrograph, X 460. Reticulum stain. 


C—Gross specimen. 


tive in any well-equipped darkroom. Then, 
from the color negative, contact, reduc- 
tion, or enlargement positive transpar- 
encies can be made on Kodak Ektacolor 
Print Film—and results seen the same day. 

If Kodachrome Roll Film is used—828 
or 135—Kodak will do the processing 
(cost included in price of film). 

For further details—including informa- 
tion on color duplicates, enlargements, 


mera 
W's easy to get color. Almostany ca and prints—see your nearest dealer or 


with a properly color-corrected lens . . - 


write to Eastman Kodak Company, Medi- 
antes ath Kodak color film is a color cal Division, Rochester 4, N. Y. 


Kodak products 
for the medical profession include: 


camera 


If Kodak Ektachrome Film is used, it can 
be turned over to a nearby laboratory, or ; 

ll X-ray films, screens, and chemicals; electrocar- 
it can processed in any we -equipped diographic papers and film; cameras and projec- 


darkroom. In either event, the results can tors—still- and motion-picture; enlargers and 
be seen the same day. printers; photographic film—full-color and black- 


. . and-white (including infrared) ; photographic pa- 
If Kodak Ektacolor Film, Type B, is pers; photographic processing chemicals; micro- 


used, it can be processed to a color nega- filming equipment and microfilm. 


Serving medical progress through Photography and Radiography 


EASTMAN KODAK COMPANY, Medical Division, ROCHESTER 4, N. Y- 
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a co-precipitated complex of ferrous sulfate and molybdenum oxide 


Iterated. than ferrous sulfate 


that Mol-lron produces a hemopoietic response 
characterized as ".. . striking... dramatic 

rapid...” 2... bringing about a"... better 
prognosis..." resulting in a . . greater increase 

in hemoglobin concentration.” 4 


From a comparative study Dieckmann! concludes, 
"We have never had other i iron salts so en 
in pregnant patients.” 


"... generally well tolerated by the majority of patients 
in whom ... Unmodified ferrous sulfate has repeatedly 
induced symptoms of marked . . intolerance.” 


: 
Mol-Iron has repeatedly been reported to be unus 
well tolerated.?-5,7,8 Kelly® states that Mol-Iron is 


7 to meet all your needs 
iron therapy, 
is presented 
in these convenient forms: 


small, easily swallowed, not enteric coated—a convenient 
form for older children and adults. 


pleasantly flavored and particularly adapted to treatment 
of children, but may be given whenever liquid medication 
is preferred. 


convenient “‘drop dosage” form for prophylaxis in in- 
fants. Highly concentrated: at least 1 mg. of elemental 


iron per drop—very palatable. 


an ideal dietary supplement for the pregnant or lactating 
patient; supplies calcium and phosphorus in an optimum 
ratio and vitamin D in adequate amount. 


for hypochromic anemia associated with excessive de- 
mand on nutritional reserves. Provides Mol-Iron, dried 
whole liver, vitamin Bj2, and generous quantities of the 
other B complex vitamins. 


1. Dieckmann, W. J. and Priddle, H. D., 


Am. J. Obstet. & Gynec. 57:541, 1949. 
WHITE LABORATORIES, INC. | 2. Chesley, R. F. ond Annitto, J. E: Bull. 


Pharmaceutical Manufacturers Margaret Hague Mat. Hosp. 1:68, 1948. 


KENILWORTH, NEW JERSEY 3. ~ P. J.: J. Insurance Med. 4:31, 1948- 


4. Forman, J. B.: Conn. State M. J. 14:930, 
1950. 
5. Healy, J. C.: J. Lancet 66:218, 1946. 


6. Dieckmann, W. J. et al: Am. J. Obstet. & 
Gynec. 59:442, 1950. 


7. Neary, E. R.: Am. J. Med. Sc. 212:76, 
1946. 


8. Kelly, H. T.: Penn. M. J. 51:999, 1948, 
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HIGHER Salicylate Levels 
From Lower Dosage 


so much 
BETTER TOLERATED 


Combining acetylsalicylic acid, para-aminobenzoic acid (PABA), and ascor- 
bic acid, Pabirin leads to prolonged salicylate blood levels of 35 mg. per 
100 cc. and more from smaller quantities of salicylate than would re- 
quired if the PABA were not concurrently given. The combination of these 
two drugs reduces urinary salicylate output and thereby maintains higher 
blood concentrations. Furthermore, PABA, a nontoxic substance, appears 
to exert a beneficial effect of its own in rheumatic fever. 

The presence of ascorbic acid in Pabirin is beneficial in counteracting the 
loss of this vitamin, usually encountered in salicylate therapy in arthritis, 
thus aiding in maintaining a more normal ascorbic acid blood level. 
WIDELY INDICATED—Pabirin produces outstanding results in acute rheumatic 
fever; it is also dependably effective for the relief from pain in rheumatoid 
arthritis, osteoarthritis, gout, and fibrositis. 

Since Pabirin is sodium-free, it is especially suited for use with patients 
on sodium-restricted diets or for concurrent administration with ACTH 
or cortisone to lower the dosage required of these substances. 


SMITH-DORSEY, Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Each Pabirin capsule contains: 
Para-aminobenzoic Acid... .3% gr. 
Acetylsalicylic Acid 4 
Ascorbic Acid 

Also available as Pabirin with Codeine, 

each capsule containing % gr. ot codeine 


SODIUM-FREE 


A Didey PREPARATION 
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A Simplified Plan 
for Arrest of Functional Uterine Bleeding 


IsT DAY (all cases) BT AMM. 


1 
IF BLEEDING STOPS IF BLEEDING PERSISTS 
WITHIN 12 HOURS MORE THAN 12 HOURS 


DAY 


1 TUBEX 


3RD DAY 


TUBEX 
4TH DAY 


OTH DAY 


1 TUBEX 


Withdrawal bleeding occurs 1 to 6 days after cessation of therapy, and will last 
4 or 5 days. Plan cyclic hormone therapy to institute normal bleeding cycle. 
*If bleeding is severe, two Tubex are given the first day. 


TRISTERONE offers a system of treatment which combines 


e A clear-cut dosage schedule 

e A combination of hormones in adequate dosage 

@ The convenience and simplicity of TUBEX® method of injection 
@ Clinical confirmation of effectiveness. 


“Satisfactory arrest of uterine bleeding occurred within 24 hours 
after beginning of therapy in 48 (84.2%) patients, and within 72 
hours in all (100%) patients with functional uterine bleeding’’! 


TRISTERONE is an aqueous suspension of 
Progesterone 
Testosterone 
Crystalline Estrone 
in each TUBEX. Each package contains 3 TUBEX and 3 sterile 


needles. 
Literature will be sent to physicians on request 


TRISTERONE 


(Crystalline Progesterone, Testosterone, and Estrone Wyeth) 


1. Greenblatt, R. B. and Barfield, W. E.: “The Therapy of Functional Uterine Bleeding.” Read before the 
Rowan-Davie Chapter Acad. Gen. Practice, Salisbury, N.C., April 24, 1951. 
*Trade-mark 


Wyeth Incorporated « Philadelphia 2, Pa. 
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LIVER CONCENTRATE 


2 Gm. 


THIAMINE HYDROCHLORIDE 
mg. 


4 
: 


An exceptionally well-balanced, potent 


hematinic-nutritional supplement. .. 


row IN FERROUS FORM... chemi- 


cally stabilized . . . well utilized. 


LIVER CONCENTRATE ... in unfrac- 


tionated (crude) form, preserving all the water soluble erythropoietic 


and nutritional principles of whole liver . . . enzymatically digested to 


provide maximum solubility — assimilation. 


B VITAMINS ... in adequate dosage, 


including definite amount of vitamins Bj,. 


We’d like to have you try the delicious flavor 
of Hepatinic elixir—drop us a card and we'll 
send a tasting sample. 


Also available in convenient tablet form:—each 
sugar coated orange tablet containing the equiv- 
alent of 5 cc. (one teaspoonful) of the Elixir. 


Nic Neil LABORATORIES, INC. 


PHILADELPHIA 32, PENNSYLVANIA 
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Each ARMATINIC ACTIVATED 
Capsulette contains: 


Ferrous Sulfate, Exsiccated....200 mg. 
Vitamin Crystalline. ...... 10 meg. 
Ascorbic Acid (Vitamin C)..... 50 mg. 
Insoluble Liver Fraction 

with Duodenum* ..........350 mg. 
*The liver is partially digested with 
an equal quantity of duodenum dur- 
ing manufacture. 

Supplied: Bottles of 100 and 1000 at 
prescription pharmacies everywhere. 
Now Available— palatable, new 
ARMATINIC LIQUID featuring crys- 


talline B12 with clarified liver. 8 oz. 
and 16 oz. bottles. 
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armatinic 


Comprehensive antianemic therapy with Armatinic 
Activated Capsulettes assures a rapid and complete 
response with a minimum of therapeutic failures. 
Effective potencies of all hemopoietic factors are ob- 
tained. 

Biz Plus Activator: Vitamin Bi2 is activated to 
greater efficacy by the addition of desiccated duo- 
denum, a fact established only recently. !: 2:3 Desic- 
cated duodenum has been shown to supply the 
intrinsic factor and to potentiate the effect of orally 
administered vitamin Bi2. Desiccated duodenum also 
appears to exert a greater effect than extract of gastric 
mucosa. Indicated in all microcytic anemias and the 
macrocytic anemias of nutritional origin. Armatinic 
Activated Capsulettes, a new product of The Armour 
Laboratories, are economical. Supplied in bottles of 
100 and 1000 at prescription pharmacies everywhere. 
(1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950; (2) Bethell, F. H., et 


al.: Ann. Int. Med. 35: 518- 528, 1951; (3) Spies, T. D.:'J.A.M.A. 
145: 66-71, 1951. 


| 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


world -wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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A powdered all-milk formula closely 
approximating breast milk 


Lactogen is a natural all-milk formula consisting of whole cow’s 
milk modified with milk fat and milk sugar and fortified with 
iron. It contains no milk substitutes. 

Closely approximating the composition of breast milk in other 
factors, Lactogen, however, provides a one-third more liberal 
allowance of protein. 

Lactogen is prepared by simply stirring into warm, previously 
boiled water. It is made up with equal ease, either for a single 
feeding or for an entire day’s use. 


A convenient, economical, high RR 
quality liquid formula = 


Dextrogen is a concentrated infant formula made from whole 
milk modified with dextrins, maltose, and dextrose. In ready- 
to-use liquid form, one needs only to— 


Dilute...Then feed 


In normal dilution, Dextrogen yields a formula containing TRING 
proteins, fats, and a mixture of carbohydrates in quantities eee rat naa 
and proportions eminently suited for infant feeding. Its higher = Dea 
protein content provides a liberal allowance for every protein Se ee 
need of the infant. Its lower fat content makes for better op 
All the mother need do is 


tolerability and for improved digestibility. pour the contents vd tn 


into a properly cleaned 
quart milk ~ le, and fill 
with previously boiled 
water. Makes 32 ounces 
of formula, ready to feed. 


, 
THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
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for complementary effects 
wherever combined 
estrogen-androgen therapy 
is indicated... 


e g In fractures and osteoporosis in either sex to promote 
*&* bone development, tissue growth, and repair. 


e. g. In the female climacteric in certain selected cases. 


e g In dysmenorrhea in an attempt to suppress ovulation on 
*&* the basis that anovulatory bleeding is usually painless. 


e g In the male climacteric to reduce 
follicle-stimulating hormone levels. 


“PREMARIN: with METHYLTESTOSTERONE 


is designed to permit utilization of both the complementary 
and the neutralizing effects of estrogen and androgen 

when administered concomitantly. Thus certain 

properties of either sex hormone may be employed 

in the opposite sex with a minimum of side effects. 
Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated 

form expressed as sodium estrone sulfate, 

together with methyltestosterone. 


No. 879—Conjugated estrogens equine 
(“Premarin”) 
Methyltestosterone 
Bottles of 100 tablets (yellow) 

No. 878—Conjugated estrogens equine 
(“Premarin”) 
Methyltestosterone .......................... 5.0 mg. 
Bottles of 100 tablets (red) 


Ayerst, McKenna & Harrison Limited + 22 East 40th Street, New York 16, New York 
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“Beminal- Forte with 


Ayerst, McKenna & Harrison Limided 
22 East 40th Street, New York 16, Nu Wi? 


No. 817: Each dry-filled capsule contains: 


to equal the nicotinic acid content 
of “Beminal” Forte with Vitamin C. 
One capsule No. 817 provides 100 mg. of 


nicotinamide. More than 10 loaves of bread 


would be needed to furnish the same amount. 
This is but one feature of “Beminal” 
Forte with Vitamin C which also contains 
therapeutic amounts of other important B 


complex factors and ascorbic acid. 


Thiamine HCl 
Nicotinamide... 
Pyridoxine HCl (B,)............ 
Calc. pantothenate .............. 
Vitamin C (ascorbic acid)........ 
Supplied in bottles of 30, 100, and 


3 


Sugar Coating 


Pentobarbital 
Enteric Coating 
Phenobarbital 


Vv 
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Restful sleep within 15 to 30 
minutes . . . induced by TWIn- 
BARB’s shell of pentobarbital 
sodium (11 gr.), sustained by a 
delayed release of enteric- 
coated phenobarbital (¥% gr.) 


GOOD MOR Nil NIG Little, if any, likeli- 


hood of “hangover” symptoms 
—thanks to TWIN-BARB's unique 
tandem action and carefully 
adjusted barbiturate balance 


PENTOBARBITAL + PHENOBARBITAL 


a new 
FWIN-ACTION 
sedative of 

unique construction 


SUPPLIED: Bottles of 100 and 
1000 round, blue tablets. 


B. F. ASCHER & COMPANY, INC. 
Ethical Medicinal .KNSAS CATY, MISSOURI 
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PLATO: 


“PHILOSOPHY BEGINS IN WONDER” 
—THAEATETUS, SEC. 155 


HHH OH OO 


P DOCTOR...THE CHOICE 
MUST BE YOURS! 


Jelly with diaphragm . . . or jelly alone? The evidence of 
medical authority . . . stresses our sincere belief that post- 
ponement of pregnancy is a form of preventive medicine 
which is the responsibility of the physician. .. .. Our own 
long experience in serving the medical profession has em- 
phasized that the combination of diaphragm, used with 
either jelly or cream, is the ideal prescription. We have 
recognized, since 1925 however, that certain patient con- 
ditions must be left to the physician's diagnosis and be his 
obligation. ... Whichever method you choose for the indi- 
vidual patient, you may depend upon the time-tested pro- 
tective and spermicidal efficiency of Koromex products. For 
confident contraception... every time... prescribe Koromex. 


ACTIVE INGREDIENTS: 


BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYL- 
MERCURIC ACETATE 0.02% IN 
SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. @ 145 HUDSON ST., NEW YORK 13 
MERLE L. YOUNGS, PRESIDENT 
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though Colonel Abnet 
Doubleday of Cooperstown laid out 
the first baseball diamond in 1839, 
the “great Amertcan pastime” got 
its real start in 1845 when the 


Knickerbocker Baseball Club of — 


New York drew up the first code of 
rules for the game. 

The Knickerbockers played the 
first match game of record under 
these new rules at Hoboken, N. J. 
on June 19, 1846. Their opponent 
was a group of players calling them- 
selves ““The New York Nine.”’ The 
winner was to be the team who first 
scored 21 runs. In this game it re- 
quired only four innings for the 
New York Nine to do this and they 
won 23 to l. 


! TE 


It was in this same year of 1846 
that Church and Dwight began their 
baking soda business. Our product, 
sodium bicarbonate is sold under 
two brand names, Arm & Hammer 
and Cow Brand Baking Soda. 

Sodium Bicarbonate aids the phy- 
sician in many ways. Arm & Ham- 
mer and Cow Brand are U.S.P. 
Bicarbonate of Soda and may be 
prescribed with confidence when- 
ever indicated. 


CHILDREN’S STORYBOOKS. 


We have a series of approved illus- 
trated storybooks for children. If 
you would like a free supply for 
your waiting room, just write to 
the address below. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street e 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 
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Successful clinical experience with CORTONE 
in many Jarge series of patients reveals the 
safety of this product. The administration of 
CorTONE does not necessitate any measures 
that are not readily available to the physician 
in everyday practice. The use of simple labo- 
ratory tests (sedimentation rate, urinalysis, 
blood count, blood pressure, and recordings 
of weight), individualized adjustment of dos- 


age, and careful clinical observation will per- 
mit most patients to benefit materially ... 
without fear of undesired effects. 

One investigator notes: ““We have not been 
impressed by the severity or frequency of side- 
effects . . . The side-effects due to excessive 
adrenal cortical hormone disappeared when 
the hormonal agent was discontinued.” 


Norcross,B. M., N. Y. State J. Med. $1: 2356, 
Oct. 15, 1951. 


CortTone is the registered trade-mark of Merck & Co., Inc. for its brand of cortisone. 


ACETATE 
(CORTISONE Acetate Merck) 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, 


NEw JERSEY 


In Canada: MERCK & CO. Limited—Montreal 
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from among 

all antibiotics, 
Neurologists and Neurosurgeons 
often choose 


URRFONACIN 
because 


It readily passes into the cerebrospinal fluid, 
the presence of meningitis making little 
difference in its concentration. 

Measurable serum levels are maintained for 
as long as 12 hours after oral administration, 
oral doses of 5 to 10 mg. per kilo at 6-hour 
intervals being adequate for this purpose. 
Aureomycin has been shown to be highly 
effective against those bacterial invaders 
commonly encountered in central nervous 
system infections. 


Aureomycin has been reported to be 
effective against susceptible organisms 
in: Brain Abscess « Cranial Trauma 
Infection « Encephalitis «+ Meningitis 


Throughout the world, 
as in the United States, 
aureomycin is recognized as a 
broad spectrum antibiotic 
of established effectiveness. 
Capsules: 50 mg.—Bottles of 25 and 100; 250 
mg. —Bottles of 16 and 100. Ophthalmic: Vials 


of 25 mg. with dropper; solution prepared by 
adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 
AMERICAN. Ganamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 
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Calpurate is the crystalline compound — 
theobromine calcium gluconate — distinguished 
for its moderate diuretic action and minimal 
toxicity. It is remarkably free from gastro- 
intestinal and other side-effects, and does not 
contain the sodium ion. 


Calpurate is helpful in other cardiac conditions 
because it stimulates cardiac output. Calpurate 
with Phenobarbital is useful in relieving anxiety 
and tension, as in hypertension. Calpurate, 
supplied as Tablets (500 mg.) and Powder; 
Calpurate with Phenobarbital (16 mg.) , as Tablets. 


MALTBIE LABORATORIES, INC., NEWARK 


Congestive Heart 
When edema is mild and renal 


its oral use present... 
moderate, 


Photomicrograph of Calpurate 
hexagonal crystals 
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“Conforming to the pattern of human milk” 


Bremil 


for normal infant development 


Clinical experience with thousands of infants 
demonstrates impressively the vaiuvable role of 
Bremil in infant nutrition. 


Bremil is a completely modified milk in which 
nutritionally essential elements of cow’s milk 

have been adjusted in order to supply the nutritional 
requirements of infants deprived of human milk. 

It can be used with confidence either as part or all 
of the food supplied to the normal healthy infant. 


Bremil conforms to the fatty acid and amino acid 
patterns of human milk. Bremil is a completely 
modified milk in which the calcium-phosphorus 

ratio (guaranteed minimum 12:1) is adjusted 

to the pattern of human milk, thus helping to prevent 
tetanic symptoms in newborns.'? 


Bremil supplies the same carbohydrate as breast 
milk, lactose. 


Bremil’s vitamin adjustments for standards of infant 
nutrition,’ its human-milk size particle curd, 
miscibility and palatability are additional reasons 
for its choice in infant feeding. Bremil approximates 
the nutritional role of the mother. 


Available in drugstores in | Ib. cans. 


| Gardner, L. |., Butler, A. M., et al.: 
Pediatrics 5:228, 1950 

2 Nesbit, H. T.: Texas State J. M. 
38:551, 1943 

3 Bull. National Research Council No. I!9 
Jan. 1950 

4 Recommended Daily Dietary Allowances, 
Revised !948, Food and Nutrition Board, 
National Research Council 


Complete data and Bremil samples are available to you. 


Prescription Products Division 


The Borden Company ; 350 Madison Avenue, New York 7 
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to obtain a 
specific response 


TRADEMARK 


with COLCHICINE 
Another 


@ The specific effect of colchicine in relieving pain of 
Each NEOCYLATE* with gout 

COLCHICINE Entab* contains: 
Sodium Salicylate . 0.25 Gm. (4 gr. @ The specific effect of salicylate in augmenting urate 
excretion 


Ascorbic Acid ... . 20.00 mg. (1/3 gr.) ‘ 
i 0.25 4 (1/250. gr.) @ The specific effect of para-aminobenzoic acid in rais- 


SUPPLIED: Bottles of 20, 50, ing the salicylate blood level 


in GOUT and 
GOUTY ARTHRITIS 


, @ The specific effect of ascorbic acid in preventing 
een aati depletion of vitamin C blood levels by salicylate 


THE CENTRAL PHARMACAL COMPANY sevmour, tnotana 
Products Born of Continuous Research 
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e reduces hypertension 

e stimulates the myocardium 

e decreases cardiac edema 

e allays anxiety and nervousness 


through its rational combination of ingredients— 
each chosen for a specific effect 


THEOPHYLLINE-SODIUM GLYCINATE (0.162 Gm., 214 gr.) 
to stimulate the myocardium and provide diuresis, 

thus increasing the efficiency of heart action 

and reducing pulmonary edema and dyspnea 

MANNITOL HEXANITRATE (32.4 mg., 14 gr.) to pro- 

vide gradual and prolonged lowering of blood 

pressure, through its peripheral and 

coronary dilating action 

PHENOBARBITAL (16.2 mg., 14 gr.) to alleviate anxiety and 
nervous tension, so common in hypertensive patients 


hypertensive 
heart disease 


suppuep: Bottles of 100, 
500, and 1000 tablets 


THE CENTRAL 
PHARMACAL COMPANY 
SEYMOUR, INDIANA 


Products Born 


of Continuous Research 
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Arobon was recently studied in a series of 40 hospitalized infants 
suffering from acute diarrhea. The patients were evenly divided 

i into a control group and an experimental group. Both groups 
received similar treatment, including antibiotic therapy and fluid and 
electrolyte replacement—the experimental group receiving Arobon in addi- 
tion. The report states: “. . . the severity of the diarrhea was equally distrib- 
uted among both groups; the average number of hours for the first formed 
stools to be obtained in the control group was 174.3 as compared to 47.95 in 
the Arobon group; the average number of hospital days required for treat- 
ment of the control group was 14.15 as compared to 7.85 for the Arobon 
group; the average number of hours before cure in the control group was 339.6 
while the Arobon group was 120.05.’’* 

Arobon is advantageously employed in providing symptomatic relief in all 
types of diarrhea and in all age groups. It may be used alone in non-specific 
diarrhea unaccompanied by fever and in conjunction with antibiotics in 
other cases. 


Arobon is palatable and easy to prepare. For infants it is boiled in water or 
skim milk; for older children and adults, it is mixed with whole milk without 
boiling. 


* Plowright, T.R.: The Use of Carob Flour (Arobon) in a Controlled Sn 
Series of Infant Diarrhea, J. Pediat. 39:16 (July) 1951. (i 


THE NESTLE COMPANY, 


COLQRADO SPRINGS, COLORADO 


SPECIALLY PROCESSED CAROB FLOUR . 
HIGH IN PECTIN AND LIGNIN 


GP @ February, 1952_ 


aa 
te 
. 
= 
2 1 
1 
Cit 
NESTLE J 
1 
l 


To be specific... 


ALLANTOMIDE 
VAGINAL 
CREAM with 9-Aminoacridine 


Here are the facts! A.V.C. IMprRovED is specific for the treatment of 
Trichomonas vaginalis vaginitis. This statement is substantiated 


by cumulative clinical evidence. 


For example ...Hensel* reports: “Symptomatic and bacteriologic 
cures were obtained in all of the 39 patients with Trichomonas vagi- 
nalis vaginitis, treated with A. V. C. IMpRoven. It was equally effec- 
tive in monilial vaginitis and in nonspecific vaginitis.” 


*Hensel, Hubert A.: Postgraduate Medicine, 4:293-296, October, 1950. 


Available in 4 oz. tubes, with or without plastic applicator. 


The National Drug Company Philadelphia 44, Pa. 


More than half a century of service to the medical profession 
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1. IMMEDIATE 
2. SUSTAINED 
3. PROLONGED 


reduction in blood pressure 


Capsules Ray-Trote combine three supplementing 
therapeutic agents which serve to control high 
blood pressure with maximum efficiency. Capsules 
Ray-Trote introduce a timing element essential 
for the safest and most satisfactory control of 
hypertension. 

Nitroglycerin: Because of its rapid vasodilating 
action, nitroglycerin reduces blood pressure al- 
most instantaneously. To give the patient imme- 
diate relief, it still remains the drug of choice. 
Sodium nitrite: Sodium nitrite is a somewhat 
slower acting vasodilator, and begins to take full 
effect as the action of nitroglycerin subsides. 


Veratrum viride: Chemically standardized vera- 
trum viride is probably the most active and reliable 
cardiac depressant.! Although slow to act, its de- 
pressant effect on blood pressure is prolonged, 
exceeding that of sodium nitrite by several hours. 
Consequently, capsules Ray-Trote provide, in a 
single dosage form, immediate, sustained and 
prolonged therapeutic activity. 
Phenobarbital: Capsules Ray-Trote also contain 
phenobarbital, to maintain a calmer, more restful 
hypertensive patient. 
Dosage: One capsule every three or four hours. 
Discontinue use if pulse becomes abnormally 
slow, or patient complains of nausea. 


1. Sollman, T.: A Manual of Pharmacology, 
W. B. Saunders Co., 1942. 


3-stage action 
to control hypertension 


TRIPLE EFFECT OF RAY-TROTE IMPROVED 
IN REDUCING BLOOD PRESSURE 


\ 
\ 
\ 


> 


BLOOD PRESSURE 


1. Immediate effect of nitroglycerin 
2. Time of action extended by sodium nitrite 


3. Effect prolonged up to 5-8 hours by veratrum 
viride 


Formula: Each capsule contains: 

Nitroglycerin 

Sodium Nitrite 

Veratrum Viride (standardized 

to 1.0% alkaloid content) 65 mg. 

Phenobarbital 15 mg. 
Supplied in bottles of 100, 500 and 1,000 capsules. 
Also available, Capsules Ray-Trote with Rutin. 
In addition to the Ray-Trote formula, each capsule 
contains Rutin, 20 mg. 


RAYMER PHARMACAL COMPANY 


Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa. 


SERVING THE MEDICAL PROFESSION FOR NEARLY A THIRD OF A CENTURY 
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is clinically desired— 
(Methamphetamine Hydrochloride, McNeil) 
cerebral centers. 


fatigue are predominant symptoms, and 
—may be used to advantage for i 
stimulating effect on the higher 


ased activity of the central nervous system 
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imparts a sense of increased energy and efficiency .. . 
elevates the mood (produces euphoria) . . . 
counteracts sleepiness and sense of weariness . . . 
suppresses the appetite. ; 


INDICATIONS FOR SYNDROX HYDROCHLORIDE 


IN OBESITY—where control of appetite is an important factor. 


IN MILD DEPRESSION—following operation or for patients suffering 


eh Oe from chronic disorders, prolonged convalescence. 


PHARMACY 


“ation 


IN ACUTE AND CHRONIC ALCOHOLISM—as an adjunctive treatment. 


IN NARCOLEPSY—to reduce tendency to sleep. 


IN HYPOTENSION—acute or chronic. 


ADVANTAGES OF SYNDROX HYDROCHLORIDE: 


e Rapid onset (10-20 minutes) 

e Long duration of effect (6-12 hours, depending on dose) 
e Negligible side effects, with proper dosage 

e Relatively small dosage 


SUGGESTED INITIAL DOSE: 


2.5 to 5 mg. daily; dosage may be increased to 2.5 to 5 mg. 
two to three times daily and maintained at this level as long as 
there are no untoward effects. Caution: Use only as suggested 
Supplied in 5 mg. tablets (scored, green) —bottles of 100 and 1000. 


Also available in a pleasant-tasting, amber elixir; each 30 cc. 
(1 fil. oz.) contains 20 mg.—pints and gallons. 


Samples on request. 
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Nitranitol provides it... 


permitting hypertensives to resume more normal lives 


What's more, therapeutic dosages of NITRANITOL can be 
maintained over long periods of time . . . without frequent 


checkups . . . without worry about possible toxic effects. 


NITRANITOL is the universally prescribed drug in the 


management of essential hypertension. 


errell ) 


(M 1828 I) 


New York © CINCINNATI ¢ Toronto 


a 


vasodilation what you want... 
for your hypertensive patients ? 


When vasodilation alone is indicated. Nitranitol. (% gr. mannitol 
hexanitrate.) 


When sedation is desired. Nitranitol with Phenobarbital. (% gr. pheno- 
barbital combined with % gr. mannitol hexanitrate.) 


For extra protection against hazards of capillary fragility. 
Nitranitol with Phenobarbital and Rutin. (Combines 20 mg. rutin with above 
formula.) 


When the threat of cardiac failure exists. Nitranitol with Pheno- 
barbital and Theophylline. (% gr. mannitol hexanitrate combined with % gr. pheno- 
barbital and 1% grs. theophylline.) 
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: poe intrepid explorers of old sailed the 
uncharted seas out of necessity. Physi- 
cians in those brave days sailed a strange 
course too, groping between superstition 
and faith. The scientific methods of testing 
and measuring the functions of the body 
are relatively recent, but no modern doctor 
would want to go back to the hit and miss 


* “Audiometers furnish the best 
means of testing hearing acuity.”— 
Hayden, Austin A., Audiometers 
and Hearing Aids—J. A. M. A. 
110:723-725 (March), 1938. 


“Accurate testing of hearing is an 
essential bedrock on which to 
build.”—Kerridge, Phyllis M. 
Tookey, Can Physics Help the Deaf 
Child?—The Lancet 1:104-108 
(January 12), 1935. 


Sonotone products areon 
the list of AMA Council 
accepted devices. 


methods of uncharted medicine. 

Hearing loss was something of a mystery 
too in the days of the old ear trumpet. It 
was the audiometer* that first made an ac- 
curate map of the islands of hearing. Most 
types of deafness require a hearing aid 
that is personalized to the individual chart 
of that particular patient’s hearing loss. 


SONOTONE provides over 600 pos- 


sible combinations of carefully selected elements 
to produce the personal hearing aid for a particular 
pattern of deafness as revealed by the Audiographic 
Chart. Sonotone Corporation, Elmsford, N. Y, 
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Because it contains both bacitracin and tyrothricin, 


TYROTRACE® Ointment is effective in an excep- 
tionally wide range of skin infections. Furthermore, 
topical use of these two antibiotics for local infec- 
tionseliminates the possibility of sensitizing patients 
to the antibiotics usually given orally or paren- 
terally (penicillin, streptomycin, etc.). 


INDICATIONS 


TyYROTRACE Ointment is indicated in the treatment of pyogenic 
dermatoses and those skin infections caused or complicated 
by susceptible organisms—especially gram-positive bacteria: 
Impetigo, Infected wounds, Ecthyma, Ulcers, Folliculitis bar- 
bae, Infected dermatitis factitia, Secondary infections that 
complicate eczema and scabies. 


WELL TOLERATED 
TYROTRACE Ointment is well tolerated—no sensitivity or other 
toxic reactions have been reported following its use. 


PHYSICAL PROTECTION 

TYROTRACE Ointment also serves as a water-resistant, occlu- 
sive dressing—permits use of covering bandage—helps to 
keep bandage from adhering to wound, thus avoiding injury 
to granulating tissue when dressings are changed. 


ADMINISTRATION 

TyYROTRACE Ointment may be applied liberally to the infected 
area, after careful cleansing and, where necessary, debride- 
ment. One application daily is usually sufficient. 


PACKAGING 


TyYROTRACE Ointment is supplied in'!/,-ouncecollapsible tubes. 
Sharp & Dohme, Philadelphia 1, Pa. 


; 
Sharp & Dohmeff 


i 

+ 

Bacitracin-Tyrothricin Ointment 


TyroTRAce®—the dual 
antibiotic ointment—is 
designed to provide 
more prompt clinical 
response in pyogenic 
infections of the skin. 


1000x more effective 


In vitro studies have demon- 
strated that bacitracin and ty- 
rothricin together, even in the 
presence of serum, reduced 
Staphylococcus aureus counts 
to less than one-thousandth 
of the counts observed with 
either antibiotic alone. 


TYROTRACE has obvious advantages: 


Wider antibacterial spectrum. 


¢ Better tolerated—no toxic reactions have been reported 
following its clinical use. 


Eliminates possibility of sensitizing patients to anti- 
biotics usually given parenterally. 


A liberal application once daily is frequently sufficient. 


Sharp & Dohme Il 
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for the patient 
under pressure... 


.. relief of spastic pain and --- 
distress, easing of tension responsible PF 
for visceral spasm — both are 
obtained with Trasentine-Phenobarbital. 7 


More than just blocking i 
parasympathetic nerve endings, this 
potent antispasmodic has direct relaxant . 
effect on smooth muscle, anesthetic 
effect on smooth muscle and mucosa. 


At the same time, Trasentine-Phenobarbital 
provides mild, but effective sedation. 


Equally notable: virtual freedom from 
mouth dryness and blurred vision associated 
with belladonna, atropine and 
newer atropine-like drugs. 


Spasmolysis 
plus 


Sedation 


Trasentiné-Phenobarbital 


Trasentine-Phenobarbital tablets (yellow) each contain 50-mg. 

Trasentine (adiphenine) and 20-mg. phenobarbital. In bottles o 

100 and 500. Also available: Trasentine (without phenobarbital ) e 

in 75-mg. tablets (bottlesof 100 and 500), 100-mg. suppositories Ciba 
(cartons of 5) and 50-mg. ampuls (cartons of 5 and 20). 
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NEW tasty 
high potency 


convenient 


dosage form 


250 mg. of pure Crystalline Terramycin per 
teaspoonful (5 cc.). Supplied in a combination 
package consisting of a vial containing 

1.5 Gm. Crystalline Terramycin...and a bottle 


containing 1 fl. oz. of flavored diluent. 
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For all patients, young and old, 
who prefer effective broad-spectrum 


therapy in the best of taste. 


oral 


Delicious raspberry-flavored preparation 
made possible by the unique physical 
properties of well-tolerated Terramycin— 
for prompt, effective and palatable 
therapy of a wide range of infections. 


TERRAMY CIN 

PENICILLIN 
STREPTOMYCIN 
POLYMYXIN 

WACITRAC 
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Includes the most potent and economical liquid oral 


peniciilin product available—plus 
>€ A complete range of dosage forms and poten- 


cies to suit your varying needs— 


€ Identified by one eney remembered name— 


Dramcillin— 


* Provides buffered penicillin G potassium, the 
oral efficacy of which is long established. 


XX Presents Sulfacetimide as a component of all 
penicillin-triple sulfonamide combinations. 


New DRAMCILLIN-500... 


(500,000 units of penicillin* per teaspoonful) 
Highest potency liquid oral penicillin available Most economical liquid oral penicillin available 
Fully effective on convenient 8 to 12 hour dosage schedule 


New DRAMCILLIN- 250with Triple Sulfonamides . . . and 
New DRAMCILLIN- 250 TABLETSwith Triple Sulfonamides 


(250,000 units of penicillin* and 0.5 Gm. mixed sulfonamides per teaspoonful or tablet) 
Effective two-fold attack against wider range of microorganisms 


Minimizes possibility of development of drug-resistant organisms 


DRAMCILLIN-250— (250,000 units* per tea- DRAMCILLIN with Triple Sulfonamides 
spoonful). — (100,000 units of penicillin* and 0.5 Gm. of triple 
DRAMCILLIN—(100,000 units* per teaspoonful). sulfonamides} per teaspoonful). 


Also: units* per dropperful). 


*buffered crystalline penicillin G potassium 
+0.167 Gm. each of sulfadiazine, sulfamerazine and sulfacetimide (the sulfa of choice as the third component) 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 
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Lhe American Academy of Geyerad Practice 


pleased 


(2) THE M&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe most sgnyficant avlecles 


fulblished the you 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Index to Advertisers 


Abbott Laboratories opposite 174 


American Bottlers of Carbonated 
Beverages 


Ames Co., Inc 
Appleton-Century-Crofts, Inc 


Armour Laboratories 162-163, 


196-197, 222 
Ascher, B. F. & Co., Inc 


Ayerst, McKenna & Harrison, Ltd. 
Opposite 198, 18, 176-177 


Baxter Laboratories, Inc 


Borden Co., 
Breon, Geo. A. & Co 


Central Pharmacal Co. . opposite 206, 142 
Church & Dwight Co., Inc 
Ciba Pharmaceutical! Products, Inc. 


Commercial Solvents Corp... . . 
DePuy Manufacturing Co 
Doho Chemical Corp., The 
Eastman Kodak Co 


Hanovia Chemical & Mfg. Co 

Hoffmann-LaRoche, Inc 

Holland-Rantos Co., Inc 

Homemakers Products Corp 

Irwin, Neisler & Co 

Lakeside Laboratories 

Lederle Laboratories 

Liebel-Flarsheim Co., The 

Lilly, Eli & Co 

M & R Laboratories 

Maltbie Laboratories, Inc 

Massengill, The S. E. Co 

Mattern, F. Mfg. Co 

McNeil Laboratories. . . . 24-25, 194-195, 
210-211 

Mead Johnson Co 4th cover, 184 

Medical Case History Bureau 

Merck & Co., Inc 


Merrell, The Wm. S. Co... . .2nd cover, 
22, 212-213 


5,21, 120 
3rd cover 


National Drug Co 

Nepera Chemical Co., Inc 

Nestle Co., Inc., The 

Ortho Pharmaceutical Corp... ..110-111 
Pan American Airways 

Pfizer, Chas. & Co., Inc... .12, 216-217 


Picker X-Ray Corp 
Rand Pharmaceutical Co 
Raymer Pharmacal Co 
Reed & Carnrick 


Robins, A. H. Co., Inc 
Roerig, J. B. & Co 
Rystan Co., Inc 
Schenley Laboratories 
17, 121 
Schmid, Julius, Inc 
Searle, G. D. & Co.. 
Sharp & Dohme, Inc 
Smith-Dorsey Co., The 
Smith, Kline & French Laboratories 

8, 128, 146 
214 
Squibb, E. R. & Son 
Stuart Company, The 
Upjohn Company, The 
Vanpelt & Brown, Inc 
Warner, Wm. R. & Co., Inc....... 
Warren-Teed Products Co., The.... 9 
White Laboratories. . . 190-191, 218-219 
Wiison Laboratories 6 
Winthrop-Stearns, Inc. ........... 2 
Year Book Publishers, Inc 


Opposite 182 
122-123 


NABOCAL 


TABLETS (RAND) 


NOT JUST ORDIMARY CALCIUM — BUT BONE MEAL POWDER 


The natural form of calcium com- 
bined with all the essential vitamins 
and minerals for a complete supplement 


Each 3 MABOCAL tablets provide: 


Bone Meal Powder 1932 mg. Vitamin A 
Ferric Oxychiorid . Vitamin 
Potassium lodide mg. Vitamin Bis 
Folic Acid 

( . Ascorbic Acid 
Sod Molybd: Vitamin 

( . Vitamin Bs 

. Vitamin B, 
21 mg. > 


@ NATURAL CALCIUM— FOR GREATER UTILIZATION 
@ COLLOIDAL IRON —FOR BETTER TOLERANCE 
@ INHERENT FLUORINE — FOR PREVENTION OF DENTAL CARIES 


co. me 


albany, n. y. 
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| 
| Riker Laboratories........... 178-179 
| 
Bilhuber-Knoll Corp.............. 13 
= 
182, 215 
.... 23 | Mosby, C. V. & Co 
ce Endo Products, Inc...............154 
Bol Fellows Medical Mfg. Co.........158 
A t st t ad t 
15000 units 
1200 units 
7.5 meg. 
‘ 1.02 mg. 
90 mg. 
mg. 
mg. 
mg. 
thenate 15 mg. 
Fluorine 870 p.p.m. Vitamin E 9 mg. 
(Mixed Tocepherels) 
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TO PROMOTE EARLY HEALING IN CHRONIC VARICOSE ULCERS 


ified Crystalline Trypsin 


In varicose ulcers, the immediate response to Tryptar is most satis- 
factory'...in many cases, complete healing is obtained. 


Tryptar introduces a new therapeutic principle of selective physio- 
logic debridement. Without attacking normal tissue, Tryptar digests 
only necrotic tissue and pyogenic membranes, induces satisfactory 
granulation and promotes healing within a short time... even in 
varicose ulcers of many years’ duration. 


Tryptar is entirely non-antigenic and non-sensitizing. It does not 
lose its effectiveness on repeated administration and is virtually 
non-toxic. Tryptar may be applied either as a powder or as a wet 
dressing. 


Tryptar is supplied‘as a two-vial preparation: one 30 cc. vial con- 
tains 250,000 Armour Units (250 mg. of tryptic activity) of highly 
purified crystalline trypsin; the companion 30 cc. vial contains 25 
cc. of Tryptar Diluent (Sorensen’s Phosphate Buffer Solution), 
pH 7.1; plus plastic adapter for use with powder blower. 


1. Reiser, H. G., et al.: Arch. Surg. 63: 568-575 (Oct.) 1951. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


world -wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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for keeping 
cardiacs 
edema-free 


Effective and well tolerated, Tablets MERCUHYDRIN with Ascor- 
bic Acid are unexcelled for diuretic maintenance therapy. 


Continuous administration of one or two Tablets MERCUHYDRIN 
with Ascorbic Acid daily—plus an occasional injection of 
MERCUHYDRIN Sodium—keep the average cardiac free of edema. 


Because “maximum absorption occurs relatively high in the gastro- 
intestinal tract (stomach and duodenum)”* Tablets MERCUHYDRIN 
with Ascorbic Acid are simple sugar-coated. Unlike poorly toler- 
ated oral mercurials—which require enteric coating —clinical 
experience has shown that these sugar-coated tablets produce 
dependable diuresis with minimal side effects. 


the simplest method of 
outpatient maintenance 


To secure the greatest efficacy and all the advantages of Tablets MERCU- 
HYDRIN with Ascorbic Acid, a three-week initial supply should be pre- 
scribed ... 25 to 50 tablets. Available in bottles of 100 simple sugar- 
coated tablets each containing meralluride 60 mg. (equivalent to 19.5 
mg. of mercury) and ascorbic acid 100 mg. 

*Overman, W. J.; Gordon, W. H., and Burch, G. E.: Tracer Studies of the Urinary Excretion 


of Radioactive Mercury following Administration of a Mercurial Diuretic, Circulation / :496, 
1950. 


» INC., MILWAUKEE 1, WISCONSIN 
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(Wamins a. ¢ 


Pleasant 


To meet your requirements for different 
vitamin combinations for drop dosage, 
Doctor, Mead’s has three highly palatable 
liquid vitamin preparations — POLY-V1I- 
SOL, and .CE-VI-SOL. 


Vitamin A 


Vitamin D 


Convenient and economical, all three of 
Mead’s “Vi-Sols” are formulated and man- 
ufactured with the meticulous care and 


scientific control that have always char- 
acterized Mead’s vitamin products. 


Easy-to-use 


Niacinamide | 


Ascorbic Acid | Thiamine 
POLY-VI-SOL 5000 1000 
each 0.6 cc. supplies units units 50mg. | Img. | 0.8mg. | 5 mg. 
TRI-VI-SOL 5000 1000 
each 0.6 cc. supplies units units mg. 
CE-VI-SOL 
50 mg. 


each 0.5 cc. supplies 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1N D., U.S. A. 


AVAILABLE 15 AND 50 Ra WITH ‘CALIBRATED. “propre. 
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